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THE INDIAN HEALTH PROMOTION AND 
DISEASE PREVENTION ACT OF 1985 



JUNE 1, 1985 

„ U.S. Senate, 

bELECT Committee on Indian Affairs, 



m, -xx Gallup, NM. 

1 he committee met, pursuant to notice, at 10 a.m., in the Kenne- 

S.S'K, n ""ro"™. Good morning, ladies and gentlemen " am 
Senator Dennij neCpncini, State of Arizona, and l am very Dleased 

T«i;^^"A' J° ^e^'^"™^ you all to the Senate Select Committee on 
'^/^''It*'^^^^"^' We're here with the distSshed 

fuTh^'aaWXt^& 

reEMff Prom;mi5= pT^ 

I would like the record to show that we acknowledge and thank 

SrtedThTse hfarinjs'^"^"^ '^"^^^ has 

We will hear from the Indian tribes and pueblos, Indian Health 

ArSna iZmbp5 ^^fH'' '^f New MexiS a„d 

prSms ^^^fcfn^^ "K^'^'^^i^^ community-based health 

programs vnil also be sharing their views with us 

fh^lfjf"'"- ^'I^Saman, Representative Richardson, and I welcome 
the participation of everyone at this hearing. welcome 

Health promotion and disease prevention activities are critical tn 
improving the health status of Native Americans In a de?ade 
when there is a heightened concern about the in?reasSig costs of 
s''yTem^whi?h^^p N'r^^'""^* '""^^ *hat the helltf car°e 

S?ventittai?h%'ledr ^"'"'""""^ ^^d— 

Senator Elngaman's introduction of this bill is timelv and I cnm 
mend him for his leadership in the area. While S. 277,' the InS" 
S hiilf?'^ Improvement Act reauthorization, does speak in par" 
to health promotion and disease prevention, the bill which w? have 
before us today goes further in a numbed of very^mporran^^^^ 
spects. I share Senator Bingaman and RepresenSe E^Sso^'s 



ERIC 



6 



2 



concern that we take a comprehensive approach in addressing this 
aspect of Indian health care. 
[The text of S. 400 follows:] 



n 



99th congress 
IST Session 



S.400 

To provide health promotion and disease prevention services to Indians. 



IN THE SENATE OF THE UNITED STATES 

Febeaury 6 (legislative day, Januaey 21), 1985 
Mr. BiNGAMAN introduced the following bill; which was read twice and referred 
to the Select Committee on Indian Affairs 



A BILL 

To provide health promotion and disease prevention services to 



Indians. 

1 Be it enacted by the Senate and House of Representa- 

2 tives of the United States of America in Congress Ossembledy 

3 That this Act may he cited as the "Indian Health Promotion 

4 and Disease Prevention Act of 1985". 

5 Sec. 2. The Congress finds that — 

6 (1) health promotion and disease prevention ac- 

7 tivities will — 

8 (A) improve the health and well being of In- 

9 dians, and 

10 (B) reduce the medical expenses of Indians, 

ER?C 7 
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2 

1 (2) health promotion and disease prevention ac- 

2 tivities should be undertaken by the coordinated efforts 

3 of Federal, State, local, and tribal governments, and 

4 (3) in addition to the provision of primary health 

5 care, the Indian Health Service should provide health 

6 promotion and disease prevention services to Indians. 

7 BEFimXIONS 

8 Sec. 3. Section 4 of the Indian Health Care Improve- 

9 ment Act (25 U.S.C. 1603) is amended by adding at the end 

10 thereof the following new subsections: 

11 ''fl) 'Health promotion' includes — 

12 "(1) cessation of tobacco smoking, 

13 "(2) reduction in the misuse of alcohol and drugs, 

14 "(3) improvement of nutrition, 

15 "(4) improvement in physical fitness, and 

16 "(5) control of stress. 

17 ''(m) 'Disease prevention' includes — 

18 "(1) immunizations, 

19 ''(2) control of high blood pressure, 

20 "(3) control of sexually transmittable diseases, 

21 ''(4) family planning, 

22 "(5) pregnancy and infant care, 

23 "(6) control of toxic agents, 

24 "(7) occupational safety and health, 

25 "(8) control of accidental injuries, 

26 "(9) fluoridation of water, and 
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1 ' "(10) control of infectious agents/'. 

2 HEALTH PEOMOTION AND DISEASE PREVENTION 

3 PROGRAMS 

4 Sec. 4. Title II of the Indian Health Care Improvement 

5 Act (25 U.S.C. 1621, et seq.) is amended by adding at the 

6 end thereof the following new sections: 

7 "health promotion and DISEASE PREVENTION 

8 SERVICES 

9 ''Sec. 202. The Secretary, acting through the Service, 

10 shall provide health promotion and disease prevention serv- 

11 ices to Indians. 

12 ''coordination of activities; health promotion and 

13 disease prevention plans 

14 "Sec. 203. (a) The Service shall coordinate all activities 

15 undertaken by the Department of Health and Human Serv- 

16 ices which involve, or relate to — 

17 ''(1) health promotion, or 

18 "(2) disease prevention, 

19 with respect to Indians. 

20 ''(b)(1) The Secretary, acting through the Service, shall 

21 conduct a study of — 

22 "(A) the health promotion and disease prevention 

23 needs of Indians and the degree of each of such needs, 

24 "(B) the health promotion and disease prevention 

25 activities which would best meet such needs. 
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1 "(C) the resources which would be required to 

2 enable the Service to undertake the health promotion 

3 and disease prevention activities necessary to meet 

4 such needs, 

5 ''(D) the resources currently available to the 

6 Service which could be used to undertake such activi- 

7 ties. 

8 ''(2) The Secretary, acting through the Service, shall — 

9 "(A) develop a comprehensive plan for provision 

10 by the Service of health promotion and disease preven- 

11 tion services to Indians during the 3-year period begin- 

12 ning on the date of enactment of the Indian Health 

13 Promotion and Disease Prevention Act of 1985, and 

14 ''(B) develop a comprehensive plan for the provi- 

15 sion of such services during the 10-year period begin- 

16 ning on the date of enactment of such Act. 

17 Such plans shall specify a timetable for the provision of 

18 health promotion and disease prevention services by the 

19 Service. 

20 ''(3) Under regulations, the Secretary shall require that 

21 each Indian tribe include within any tribal health plan that 

22 such tribe is required to submit to the Secretary a compre- 

23 hensive short-term plan and a long-term plan developed by 

24 such tribe for health promotion and disease prevention among 

25 members of such tribe. 
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1 "(4) The Secretary shall submit to the Congress by no 

2 later than the date that is 1-year after the date of enactment 

3 of the Indian Health Promotion and Disease Prevention Act 

4 of 1985 a report on the study conducted under paragraph (1). 

5 Such report shall include — 



6 "(A) the plans which the Secretary is required to 

7 develop under paragraph (2), 

8 "(B) a summary of any tribal plans described in 

9 paragraph (3) v^hich have been submitted to the Secre- 

10 tary, ' 

11 "(C) a description of health promotion and disease 

12 prevention activities being conducted by the Service, 

13 and 

14 "(D) any recommendations for legislation that the 

15 Secretary determines to be necessary to enable the 

16 Service to provide the health promotion and disease 

17 prevention services that are necessary to meet the 

18 needs of Indians. 

19 "(c) The Service shall employ additional persomiel to fill, 

20 at least 4 full-time equivalent positions which shall be used to 

21 carry out the duties of the Secretary under this section. 

22 "health peomotion and disease prevention 

23 demonsteation peojbct 

24 "Sec. 204, (a). The Secretary shall establish at least 1 

25 demonstration project (but no more than 4 demonstration 
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1 projects) to determine the most effective and cost-efficient 

2 means of — 



3 "(1) providing health promotion and disease pre- 

4 vention services, 

5 "(2) encouraging Indians to adopt good health 

6 habits, 

7 ''(3) reducing health risks to Indians, particularly 

8 the risks of heart disease, cancer, stroke, diabetes, anx- 

9 iety, depression, and lifestyle-related accidents, 

10 ''(4) reducing medical expenses of Indians through 

11 health promotion and disease prevention activities, 

12 ''(5) establishing a program — 

13 "(A) which trains Indians in the provision of 

14 health promotion and disease prevention services 

15 to members of their tribe, and 

16 ''(B) under which such Indians are available 

17 on a contract basis to provide such services to 

18 other tribes, and 

19 "(6) providing training and continuing education 

20 to employees of the Service, and to paraprofessionals 

21 participating in the Community Health Representative 

22 Program, in the delivery of health promotion and dis- 

23 ease prevention services. 

24 "(b) The demonstration project described in subsection 



25 (a) shall include an analysis of the cost-effectiveness of orga- 
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1 nizational structures and of social and educational programs 

2 that may be useful in achieving the objectives described in 

3 subsection (a). 

4 ''(c)(1) The demonstration project described in subsec- 

5 tion (a) shall be conducted in association Avith at least one — 

6 "(A) health profession school, 

7 "(B) allied health profession or nurse training in- 

8 stitutioii, or 

9 ''(0) public or private entity that provides health 

10 care. 

11 ''(2) The Secretary is authorized to enter into contracts 

12 with, or make grants to, any school of medicine or school of 

13 osteopathy for the purpose of carrying out the demonstration 

14 project described in subsection (a). 

15 ''(3) For purposes of this subsection, the terms 'school of 

16 medici;ne' and 'school of osteopathy' have the respective 

17 meaning given to such terms by section 701(4) of the Public 

18 Health Service Act. 

19 ''(d) The Secretary shall submit to Congress a final 

20 report on the demonstration project described in subsection 

21 (a) within 60 days after the termination of such project. 

22 "(e) The demonstration project described in subsection 

23 (a) shall be established by no later than the date that is 6 

24 months after the date of enactment of the Indian Health Pro- 

25 motion and Disease Prevention Act of 1985 and shall termi- 
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1 nate on the date that is 2 years after the date of enactment of 

2 such Act. 

3 "(f) There are authorized to be appropriated $500,000 

4 for the purpose of carrying out the provisions of this section, 

5 such sum to remain available Avithout fiscal year limitation.'*. 

6 COMMUNITY HEALTH REPRESENTATIVE PROGRAM 

7 Sec. 5. Title I of the Indian Health Care Improvement 

8 Act (25 U.S.C. 1611, et seq.) is amended by adding at the 

9 end thereof the following new section: 

10 ''community health representative program 

11 ''Sec. 107. (a) The Secretary shall maintain a Commu- 

12 nity Health Kepresentative Program under which the Serv- 

13 ice— 

14 "(1) provides for the training of members of 

15 Indian communities as health paraprofessionals, and 

16 -(2) uses such paraprofessionals in the provision 

17 of health care to such communities. 

18 "(b) The Secretary, acting through the Community 

19 Health Representative Program of the Service, shall— 

20 "(1) provide a high standard of paraprofessional 

2 1 training to Community Health Representatives to 

22 ensure that the Community Health Representatives 

23 provide quality health care to the communities served, 

24 and 

25 "(2) in order to provide such training, develop a 

26 curriculum that — 
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"(A) combines education in the theory of 


2 


health care with supervised practical experience 


3 


in the provision of health care, 


4 


"(B) provides instruction of, and practical ex- 


5 


perience in, health promotion and disease preven- 


6 


tion activities, particularly — 


7 


"(i) nutrition. 


8 


"(ii) physical fitness, 


9 


"(iii) weight control. 


10 


"(iv) cessation of tobacco smoking. 


11 


"(v) stress management. 


12 


"(vi) control of alcohol and drug abuse. 


13 


"(vii) control of high blood pressure. 


14 


and 


15 


"(viii) prevention of lifestyle-related ac- 


16 


cidents, and 


17 


"(C) provides instruction in the latest and 


18 


most effective social, educational, and behavioral 


19 


approaches to the establishment and maintenance 


20 


of good health habits. 


21 


"(3) develop a system which identifies the needs 


22 


of Community Health Eepresentatives for continuing 


23 


education in health care, health promotion, and disease 


24 


prevention and develop programs that meet the needs 


25 


for such continuing education. 
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1 "(4) develop and maintain a system that provides 

2 close supenrision of Community Health Eepresenta- 

3 tives, 

4 ''{5) develop a system under which the work of 

5 Community Health Representatives is reviewed and 

6 evaluated, 

7 ^'(6) explore ways to provide health care, health 

8 promotion, and disease prevention to the members of 

9 each Indian tribe in a manner which is consistent with 

10 the traditional health care practices and cultural values 

11 of such Indian tribe, and 

''(7) adapt the programs of the Service to take 
13 into account any findings made under paragraph (6)/', 

O 
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Senator DeConcini. The committee is anxious to hear the com- 
ments which all of the witnesses will be presenting today. Unfortu- 
nately, we only have 4 hours to go through the entire list of wit- 
nesses. All testimony will be made part of the record, and we will 
ask witness and each member of the panel of witnesses to please 
summarize their testimony so that we may have some time for 
questions and so that we can get through the full list. 

It is now my pleasure to turn the meeting over to my good 
friend. Senator Bingaman. 

Senator Bingaman. I thank you very much. Let me start by 
thanking Senator DeConcini and the Select Committee on Indian 
Affairs for their willingness to have this hearing and for his 
coming over this morning from Phoenix to conduct the hearing. I 
think it is a sign of the importance he attaches to the subject 
matter and the importance he attaches to the welfare of the Indian 
people of this country. 

I want to also thank Congressman Richardson for his help in this 
bill in particular that's the subject of the hearing today on the 
house side. He's taken the leadership role there in pushing the 
same legislation that weVe introduced in the Senate over on the 
House side, and I appreciate him doing that and also appreciate 
him being here today to participate in this hearing. 

I believe Senator DeConcini said that all Americans are interest- 
ed more today than they have been in the past about what can be 
done by the individual to improve the individual's health. Someone 
referr^ to a fitness revolution that is sweeping across the Nation, 
and we see more and more people interested in the subject of good 
nutrition and a positive life style as a way of improving health. 

I think the beneficial effects of such health changes are well doc- 
umented and documented in the medical literature that's coming 
out as well. 

S. 400, which is the Indian Health Promotion and Disease Pre- 
vention Act of 1985, is the focus of the hearing today. And this bill 
attempts to focus on health promotion and extend that focus to 
American Indians. 

It approaches Indian health from the perspective that it is a re- 
sponsibility of Federal, State, tribal, and local governments and 
health agencies to provide the structure and the environment to 
help individuals make the changes in lifestyle that will improve 
their health. 

Most importantly, it establishes health promotion and disease 
prevention services within the Indian Health Service. I believe, 
also, that only through an integrated approach by all of these ele- 
ments can the maximum enhancement of Indian health be 
achieved. 

The need for this type of approach is critical, and let me describe 
the current situation. According to the Office of Technology Assess- 
ment, and I believe we will get testimony here a little later on 
their findings, the health status for Indians has improved in the 
past decade. But for many diseases, the death rate is still greater 
than the U.S. population as a whole. 

Even though Indians have a higher birth rate than the U.S. pop- 
ulation as a whole, mortality rates for infants age 1 month to 1 
year continues to be a major problem with a rate as high as 17.3 
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per 1,000 live births among some tribal groups. Indian people die 
younger than general U.S. population. 

In 1981 only 5.5 percent of all deaths in the United States oc- 
curred under the age of 25, and 32 percent of the deaths occurred 
under the age of 65 for the population as a whole. 

Among American Indians, however, 19 percent of the deaths oc- 
curred under the age of 25 and a full 62 percent occurred under the 
age of 65. 

Among Indians, both male and female, accidents are the leading 
cause of death and result in a rate of IV^ times that of the U S 
population in general. Following accidents, Indians are more likely 
than the United States as a whole to die of chronic liver diseases, 
diabetes, pneumonia, influenza, homicide, suicide, and tuberculosis' 

These statistics point to the fact that a more aggressive approach 
to health care is called for. No longer can the Indian Health Serv- 
ice look only at clinical care. It needs to complement its service to 
include more emphasis on prevention. 

No longer can States rely on the Federal Government and the 
tribes, but States must also become an active partner. And most 
importantly, there is a great deal to learn from the Indian tribes 
themselves, who, before the word "prevention" was even coined 
led a traditional lifestyle that was significantly healthier than 
many are able to lead today. 

This is the first time that this committee will hear from wit- 
nesses on the subject of health promotion and disease prevention, 
and the development of this testimony will help to educate mem- 
bers of the committee. Members of the Senate and, hopefully, 
Members of the House, and will educate all those who are working 
tor better health among Indian people. 

Again, I thank you for having the hearing, and I appreciate the 
chance to participate. 

[The full text of Senator Bingaman's opening statement follows:] 
Opening Statement of Senator Jeff Bingaman 

Mr. Chairman, thank you for being here today and participating in this hearing 
1. too. look forward to testimony from this wide variety of witnesses on efforts to 
improve the well being of American Indians through prevention of disease and 
health promotion. 

At this time, perhaps more than ever before, all Americans are interested in what 
they can do to improve their health and live fuller, more productive lives. A fitness 
revolution IS sweeping across the nation. We see more and more people interested in 
Tho wir!rl«^ ^'^^^ changes that can improve their health. 

c ^ !u j^^^T*^ ^V^^ changes are known and acknowledged. 
o„Ki^!^ ' A J Health Promotion and Disease Prevention Act of 1985, is the 

subject of today s hearing. This bill attempts to extend wellness and health promo- 
tion to American Indians. It approaches Indian health from the perspective that it 
IS the responsibility of federal, state, tribal, and local governmentTand health agen- 
cies to provide the structure and the environment to help individuals make the 
changes in lifestyle that will improve their health. Most importantly, it estabhshes 
health promotion and disease prevention services within the Indian Health Service, 
health l^achfeved" ^"^^^^ approach can the maximum enhancement of Indian 

^'J^^J'^A^^^ ^y^^J^^c^^ approach is critical. Let me describe the current situa- ' 
Uon According to the Office of Technology Assessment--the Project Director, Larry 
Miike will be testifying later today^the health status for Indians has improved 
over the past decade. But for many diseases, the death rate is still greater than the 
U.o. population as a whole. 
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Even though Indians have a higher birth rate than the U.S. population as a 
whole, mortality rates for infants aged one month to one year continues to be a 
problem, with a rate as high as 17.3 percent per 1,000 live births among some tribal 
groups. Indian people die younger than the general U.S. population. In 1981, only 
5.5 percent of all deaths in the United States occurred under the age of 25, and only 
32.2 percent of the deaths were in those under the age of 65. Among American Indi- 
ans, however, 19 percent of the deaths were in those under 25, and 61.6 percent 
were in those under age 65. , , ,. r j 

Among Indians, both male and female, accidents are the leadmg cause of death, 
and result at a rate two and a half times that of the U.S. population generally. Fol- 
lowing, accidents, Indians are more likely than the U.S. as a whole to die of chronic 
liver diseases and cirrhosis, diabetes, pneumonia, influenza, homicide, suicide, and 
tuberculosis . 

These statistics point to the fact that a more aggressive approach to health care is 
called for. No longer can the Indian Health Service look only to clinical care. It 
needs to complement its service to include prevention. No longer can states rely on 
the federal government and the tribes, but must become an active partner. And 
most importantly, there is much to learn from the Indian tribes, who before the 
word prevention was even coined, led a traditional lifestyle that encompassed a ho- 
listic approach to living. . . ^ 

This is the first time that this Committee will hear from witnesses on the subject 
of health promotion and disease prevention. The development of this testimony will 
help educate members of this Committee and the Senate, and will help educate all 
who seek better health for Indian people. 

Senator DeConcini. Representative Richardson? 

STATEMENT OF HON. WILLIAM B. RICHARDSON, A REPRESENTA- 
TIVE IN CONGRESS FROM THE STATE OF NEW MEXICO 

Representative Richardson. Thank you very much, Senator 
DeConcini and Senator Bingaman. I appreciate the invitation to 
me to this Senate hearing. It was very kind of you to allow me to 
come. 

And I want to commend both of you. First of all. Senator DeCon- 
cini, I wish to thank you for being such a good friend to New 
Mexico. You are New Mexico's third U.S. Senator. And I must say 
that I recall some legislation late last year relating to Navcgo land 
claims that we desperately had to pass in the last minutes of the 
session. After having failed in the House, it was Senator DeConcini 
that, with his unique style of efficiency and maneuvering, got the 
bill passed through the Senate, and we got it passed through the 
House. Unfortunately, at the last minute, it was vetoed, but it was 
an important bill. 

He is a true friend of the Navajo people and all the people in 
New Mexico, and I am just very pleased that he is here. I urge him 
to come back to New Mexico more often. 

And, of course. Senator Bingaman, my colleague in the Congress, 
has made a major effort and a major achievement in the drafting 
of this bill. This is a bill that deals with the preventive aspects of 
health care. It deals with nutrition, with alcoholism, with physical 
fitness. And I think it's the key to the future to any health care, 
not just for native Americans, but for all Americans. 

It deals with some very neglected aspects that we are going to be 
looking at today. I want to congratulate the Senator and his staff, 
too, for the comprehensive nature of the hearing. 

I just looked at this witness list, and I think anybody that's any- 
body in health care of native Americans will be appearing today. 
This will be a rich document for the Congress to consider. And I 
am just here to listen and to learn. 
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I can't stay throughout the whole hearing because of many other 
commitments I have throughout the district. But, nonetheless, the 
Select Committee on Indian Affairs should be commended for their 
efforts in being here and for coming to my district of Gallup, NM, 
the heart of Indian land in this country. And fd better stop there. 
1 11 get into trouble, Senator. 

But thank you so much for the invitation to appear with you 
today. 

Senator DeConcini. Congressman, thank you very much. 
[Representative Richardson's prepared statement follows:] 
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ConjgrEss of the ^nitEd States 

HouBt Of KeprtBtntant)£5 
iDahinjjton, 205iy 

CONGRESSMAN DILL RICHARDSON 
STATEMENT ON 

INDIAN HEALTH PROMOTION AND DISEASE PREVENTION ACT OF 1985 
JUNE 1. 1985 



FIRST OFF , I WANT TO WARMLY WELCOME SENATOR DECONCINI TO THE LAND OF 
ENCHANTMENT , AND ENCOURAGE HIM TO CR0S5 THE ARIZONA BORDER INTO NEW MEXICO 
MORE OFTEN. 

SENATOR BINGAMAN, I AM DELIGHTED TO BE HERE AND APPRECIATE THE OPPORTUNITY 
TO PARTICIPATE IN TODAY'S HEARING. I WANT TO COMMEND MY COLLEAGUES IN THE 
SENATE FOR THEIR OUTSTANDING WORK AND SUPPORT OF SEVERAL INITIATIVES DESIGNED 
TO IMPROVE THE QUALITY OF LIFE FOR OUR NATIVE AMERICAN COMMUNITIES. 

I AM ELATED AT THE PROSPECT OF SENATOR BINGAMAN'S INDIAN HEALTH PROMOTION 
AND DISEASE PREVENTION ACT BECOMING LAW AND FEEL IT IS AN IMPORTANT FIRST STEP 
IN THE RIGHT DIRECTION TO IMPROVE THE HEALTH AND WELL-BEING OF NATIVE AMERICANS 
AND TO REDUCE OVERALL HEALTH CARE COSTS. 

PREVENTIVE SERVICE IS A NEGLECTED ASPECT OF THE INDIAN HEALTH CARE DELIVERY 
SYSTEM. IF WE ARE TO REACH HEALTH STATUS PARITY FOR NATIVE AMERICANS, ATTENTION 
MUST BE DIRECTED AND FOCUSED ON THE VARIOUS MEDICAL PROBLEMS THAT LEAD TO 
ADMISSIONS TO IHS HOSPITALS. I BELIEVE THAT IHS MUST LOOK AN EYE TO THE FUTURE 
AND AGRESSIVELY PURSUE A COMPREHENSIVE HEALTH PROMOTION AND DISEASE PREVENTION 
STRATEGY PROVIDING PROGRAMS AND INFORMATION ON ALCOHOL AND DRUG ABUSE. 
NUTRITION AND PHYSICAL FITNESS, AND OTHER LIFE STYLE CHANGES INDIVIDUALS CAN MAKE 
TO REDUCE THE OVERALL RISK OF DISEASE AND LEAD HEALTHIER LIVES. 

I AM PLEASED TO INFORM YOU TODAY THAT I HAVE BEEN SUCCESSFUL IN INCORPORATING 
THE SPIRIT AND INTENT OF SENATOR BINGAMAN'S BILL INTO THE HOUSE VERSION OF THE 
INDIAN HEALTH CARE REAUTHORIZATION ACT. THF HOUSE BILL HAS CLEARED BOTH THE 
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HOUSE ENERGY ANO COMMERCE ANO INTfRIOR ANO INSULAR AFFAIRS COMMITTECS ANO IS ON 
ITS WAY TO THE FLOOR OF Tlli: HOUSE OF REPRESFNTATIVES FOR ITNAL PASSAGE. MY INITIA- 
TIVE DIRECTS THE SECRETARY TO EVALUATE PREVENTIVE HEALTH . HEALTH PROTECTION ANO 
HEALTH PROMOTION NEEOS OF NATIVE AMERICANS ANO IDENTIFY: 

* THE SERVICES NECESSARY TO MEET SUCH NEEOS 

* THE RESOURCES REQUIRED 

* ut!«, S^^^'^^^^ '^^^'^ ALREADY AVAILABLE TO CARRY OUT PREVENTIVE 
HEALTH PROTECTION ANO PROMOTION NEEOS OF NATIVE AMERICANS 

IN AOOITION.MY INITIATIVE REQUIRES BY REGULATION THAT EACH INDIAN TRIBE 
IDENTIFY SPECIFIC PREVENTIVE HEALTH , HEALTH PROTECTION ANO HEALTH PROMOTION NEEOS 
IN THEIR OWN PLAN SUBMITTED TO THE SECRETARY ANO DEVELOP A COMPREHENSIVE BLUEPRINT 
ANO SCHEDULE FDR THE IMPLEMENTATION OF SUCH SERVICES BY IHS. 

SENATOR BINGAMAN. YOUR BILL GOES ONE STEP FURTHER IN THAT IT AUTHORIZES A 
DEMONSTRATION PROJECT TO DEVELOP THE MOST EFFECTIVE AND COST EFFICIENT MEANS OF 
PROVIDING HEALTH PROMOTION AND DISEASE PREVENTION SERVICES. I SUPPORT THE CONCEPT 
OF DEVELOPING A DEMONSTRATION PROJECT TO IMPLEMENT THE PROVISIONS OF YOUR BILL ANO 
WILL BE A VOCAL ADVOCATE AS AN EXPECTED MEMBER OF THE HOUSE/SENATE CONFERENCE 
COMMITTEE ON THE INDIAN HEALTH CARE REAUTHORIZATION ACT. 

ALONG THE LINES OF PREVENTIVE HEALTH CARE PROMOTION. I WANTEO TO BRING TO 
YOUR ATTENTION ANO TO THE ATTENTION OF OUR NORTHWESTERN NEW MEXICO COMMUNITIES 
ANOTHER LEGISLATIVE INITIATIVE THAT I HAVE BEEN SUCCESSFUL IN AOVANGING IN THE 
CONGRESS. MY AMENOHENT IS OF IMPORTANCE TO THE GALLUP COMMUNITY ANO IS NOW PART 
OF THE HOUSE VERSION OF THE INOIAN HEALTH CARE REAUTHORIZATION ACT. MY INITIATIVE 
WILL MAKE A GRANT AVAILABLE TO THE NAVAJO TRIBE TO ESTABLISH A OEMONSTRATION PRO - 
GRAM IN GALLUP TO REHABILITATE AOULT NAVAJOS SUFFERING FROM ALCOHOLISM OR ALCOHOL 
ABUSE. $400,000 PER YEAR FOR THE NEXT THREE FISCAL YEARS WOULO BE AUTHORIZEO TO 
BE APPROPRIATEO FOR THE PROGRAM ANO NOT MORE THAN 10 PERCENT OF THE FUNOS COULO BE 
USEO FOR AOMINISTRATIVE PURPOSES. MY INITIATIVE WILL INCLUOE FOLLOW-UP ANO 
EVALUATION BY THE NATIONAL INSTITUTE OF ALCOHOL ABUSE ANO ALCOHOLISM SO THAT 
CONGRESS CAN CONSIOER REPLICATION OF REHABILITATION PROGRAMS IN OTHER NATIVE 
AMERICAN COMMUNITIES. 
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OVER 50 PERCENT OF ALL ADMISSIONS TO NAVAJO IHS FACILITIES ARE ALCOHOL-RELATED. 
AN ESTIMATED 44 PERCENT OF THE NAVAJO PEOPLE ARE DIRECTLY OR ' INDIRECTLY AFFECTED 
BY ALCOHOLISM - MY NAVAJO ALCOHOLISM DEMONSTRATION PROJECT WOULD MARK THE FIRST 
TIME THAT THE CONGRESS WOULD TAKE A POSITIVE STEP TOWARD IMPLEMENTING A SCIENTI- 
FICALLY CONTROLLED AND CAREFULLY MONITORED REHABILITATION PROGRAM AMONG THE NAVAJO 
PEOPLE. THE CITY OF GALLUP HAS AN EXISTING FACILITY IN FRIENDSHIP SERVICES WHICH 
HAS BEEN OFFERED AS A PLACE TO HOUSE A DEMONSTRATION PROJECT. 

WHILE WE HAVE MADE SOME PROGRESS IN THIS COUNTRY IN RAISING THE HEALTH STATUS 
OF OUR INDIAN PEOPLE IT STILL FALLS FAR BELOW THE U. S. POPULATION AS A WHOLE. 
NOT LONG AGO I RECEIVED A LETTER FROM AN INDIAN HEALTH CLINIC WORKER WHO POINTED 
TO THE NEED FOR PREVENTIVE ACTION WHEN HE WROTE, "I HAVE OBSERVED THAT THE AVERAGE 
NATIVE AMERICAN WILL NOT CONSULT PROFESSIONAL HEALTH AID UNTIL SERIOUSLY ILL." 
THIS IS A TREND WE MUST REVERSE. IN EDUCATING PEOPLE HOW TO TAKE CARE OF THEMSELVES, 
WE CAN START SEEING RESULTS IN IMPROVING HEALTH AND LOWERING MEDICALS COSTS. 

SENATOR BINGAMAN'S BILL FOCUSES ATTENTION ON A LONG NEGLECTED ASPECT OF INDIAN 
HEALTH AND CALLS FOR THE DEVELOPMENT OF A NATIONAL PREVENTIVE HEALTH, HEALTH PRO- 
TECTION AND HEALTH PROMOTION POLICY WITH A COMPREHENSIVE PLAN AND TIMETABLE TO 
IMPLEMENT IT. 

I LOOK FORWARD TO HEARING FROM THE MANY WITNESSNESS THAT ARE HERC TODAY, 
AND WANT TO THANK YOU AGAIN FOR THE OPPORTUNITY TO PARTICIPATE IN THIS IMPORTANT 
HEARING. 
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Senator DeConcini. We will proceed now with the hearings with 
the understanding that we ask the witnesses to please summarize. 
I am going to ask Senator Bingaman to call the witnesses here. 
This is his home State, and Tm here to learn, also. 

We want to thank the staff of Senator Bingaman and certainly 
June Tracy of the Indian Select Committee, who is with my staff, 
who has done a great deal of work here, and all those who have 
participated. 

Senator Bingaman? 

Senator Bingaman [presiding]. Thank you very much. Let me, 
also, just before I call the first witness say how much I appreciate 
the staff of the select committee and Senator DeConcini's staff and 
my own staff, in particular Faith Roessel and Becky Bustamante, 
for the work they put into this effort. 

According to the list I have, Larry Miike, who is the Project Di- 
rector for Indian Health Assassment in the Office of Technology 
Assessment, was scheduled to be our first witness. Is Larry here at 
this time? Larry, please come forward. We're looking forward to 
hearing your testimony. 

Dr. Miike. Thank you. Senator Bingaman, Senator DeConcini, 
Representative Richardson. 

Senator Bingaman. Can you folks here us back there? Why don't 
we just take a very short recess. 

[Brief recess.] 

Senator Bingaman. I think it's just a matter of just really get- 
ting into it, Larry. Those of us with big mouths are not going to 
have any trouble here today. 

STATEMENT OF DR. LAWRENCE MIIKE, PROJECT DIRECTOR, 
INDIAN HEALTH ASSESSMENT, OFFICE OF TECHNOLOGY AS- 
SESSMENT, WASHINGTON, DC 

Dr. Miike. Senator DeConcini, Senator Bingaman, and Repre- 
sentative Richardson, I am Dr. Lawrence Miike, Senior Associate 
with the Congi-essional Office of Technology Assessment and 
Project Director of the OTA's current assessment of American 
Indian and Alaska Native health care. 

I submitted my written testimony, so I will summarize mv state- 
ment and, perhaps, augment it a little bit since I have just come 
from South Dakota visiting the Sioux Tribes in that area. 

For those of you who are not familiar with the Office of Technol- 
ogy Assessment, we are one of four agencies of the Congress, the 
other three being the Library of Congress and its Congressional Re- 
search Service, the General Accounting Office and the Congression- 
al Budget Office. 

At the present time, we are currently about halfway through our 
assessment of Indian Health Care and expect to complete our work 
by the beginning of 1986. One of our project activities is a series of 
regional meetings and site visits designed to learn firsthand about 
the health issues and problems at the local level and to meet with 
as^many tribal representatives and health care providers as possi- 

While we have not coirpleted these area visits, certain themes 
keep recurring that are relevant to today's hearings. I want to 
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depart briefly from my written testimony and relate to you some 
experiences that Tve just had up in South Dakota, which would, I 
think, highlight the purpose of this hearing. 

While I was out there, we had a very strong wind storm like 
we've had down here. Several houses were destroyed. The newspa- 
per reported 74 people homeless, $60,000 to $70,000 damage. And 
people said, ''$60,000 to $70,000 damage for 74 people being home- 
less? That can only happen on Indian land.'' 

And, of course, what they meant was there were probably 15 
people living in a house together. And that's directly related to the 
kinds of problems that that tribe still has, which is unsanitary con- 
ditions leading to a lot of respiratory illnesses, skin diseases, and 
even kinds of problems where you're just having trouble taking 
care of cuts, where you just don't have clean water to take care of 
your usual cuts and bruises. 

Also, up in that area, alcoholism, is true throughout most of 
Indian country, is a big problem. On the Pine Ridge Reservation it 
is estimated that about half of their women have alcoholism prob- 
lems of one kind or another. J. i. 

And, as many of you in the audience know, that has a direct 
effect on pregnancy and the fetal alcohol syndrome. Also, we're be- 
ginning to see a lot more diabetes in the area, diabetes appearing 
in families that never have had a history of diabetes before. And 
that will be directly related in terms of long-term costs for such 
things as renal dialysis, amputations, and other sequelae of long- 
term diabetes. 

Many tribes we have visited not only are acutely aware of these 
problems, but are also trying to do something about them. In the 
Southwest, in this area, for example, the Indian Health Service has 
long provided direct medical services through reservation-based 
clinics and hospitals and through metropolitan-based specialty-re- 
ferral medical centers for Indians. 

Several tribes now have tribal health departments or health au- 
thorities and operate their own Preventive and Environmental 
Health Programs funded by grants, self determination contracts 
and tribal funds to augment the direct medical services provided by 
the Indian Health Service. 

These tribes have expressed their intention to eventually run 
these medical services themselves, but express fears that because of 
current budgetary constraints and cutbacks, they will not receive 
comparable levels of funding that the IHS now receives for con- 
ducting these activities. 

Consequently, though some tribal health authorities have exam- 
ined their health needs in terms of both preventive and direct care 
services, the integration of these services is handicapped by the 
fact that preventive services are in the hands of the tribes, while 
direct medical services is still under the direct control of the Indian 
Health Service. . 

The current fiscal climate has also led to pressures to limit IHb 
programs to provide only direct medical services. This has also led 
to preventive programs that are being assumed by the tribes being 
cut, thereby weakening the tribal health programs and tribal self- 
determination. 
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Despite the truisms that medical services cannot be viewed in 
isolation from preventive health efforts and that prevention is 
cheaper in the long term, the fact remains that when today's dol- 
lars are what is being competed for, the need for direct services 
almost always wins. 

Furthermore, tribes come in and complain that the Indian 
Health Service is not a partner in determining and providing for 
tribal health needs, but acts more like a parent. This criticism of 
the IHS had increased because of concerns that budget decisions 
will be made on the basis of fiscal criteria and not on the basis of 
health priorities as determined jointly by the tribes and the IHS. 

S. 400 calls for the development of 3 and 10 year comprehensive 
plans for health promotion and disease prevention services to Indi- 
ans. 

First, tribal involvement needs to be solicited from the start. 
Second, some tribes have been addressing this issue for years and 
can provide valuable advice, not only to the IHS, but also to other 
tribes with less resources. Third, how health promotion and disease 
prevention activities are coordinated with direct medical services 
\yill depend on the extent to which the Indian Health Service con- 
tinues as a direct provider of medical services versus the extent to 
which tribes decide to assume responsibility for operating these 
medical services. 

Furthermore, since tribal health authorities seek funds from 
other than Indian Health Service sources for some prevention re- 
lated programs, such as the WIC or Women, Infants and Children 
Program, it is at the tribal level that these other sources can be 
integrated with the health promotion and disease prevention pro- 
gram initiated by the IHS. 

In sum, my testimony has concentrated on some of the policy im- 
plications of S. 400 as it relates to tribal needs and activities in the 
area of health promotion and disease prevention. 

Others here will provide you with more information on the needs 
and possible approaches. I am sure that the tribes would welcome 
this initiative, but the bottom line for them will be whether or not 
they have a real impact on defining those needs, whether the pro- 
gram will be relevant to their local circumstances, whether these 
activities will augment the direct services dollars or will compete 
with direct medical services for limited dollars and what responsi- 
bilities and authorities they will have for these programs. Thank 
you. 

[Dr. Miike's prepared statement follows:] 
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TESTIMONY OF LAMENCE HI IKE 
OFFICE OF TEDMOLOOY ASSESSMB^ 
U.S. CONGRESS 
ON 

SENATE BILL 400 i 
THE INDIM HBM.TH PROMOTION AND DISEASE PREVENTION ACT OF 1989 
FIELD HEARINGS HELD AT 
GALLUP, NEN MEXICO 
JUNE 1, 1995 

I m Dr. Lawrtnct MiiKti Stnior Aftftociatt with tht Congrtsftional 
O'f'fict o4 Tffchnology AstttMitnt <OTA) and projtct dirtctor a currtnt 
attftinitnt Amtrican Indian and Alaska Nativt htalth cart. 

OTA wat rtqutftttd by tht Houtt Connitttt on Entrgy and Conntrct 
and itft Subconmltttt on Htalth and tht Environnitnt to asstftfti 1) tht 
htalth status o^ ^trican Indian and Nativt Alaska ptopit who art 
t1 igibit ^or cart through tht Indian Htalth Strvict) 2) tht most 
appropriatt mix oi mtdical and htalth strvicts and ttchnologits in light 
o^ tht htalth nttdft o^ tht t1 igibit populatroni 3) tht organization o^ 
htalth dtlivtry systtrnfti with tmphatis on adtquatt and tquitabit acctss 
to fttrvictt and ttchnol ogi ts, htalth outcomtSi and cost t^^tc t i vtnttti 
and 4) catastrophic htalth cart nttdt, and currtnt and alttrnativt 
financing arrangtmtnts 'for thost nttdt. 

Thift rtqutftt was also supporttd by tht Stnatt Stltct Conmitttt on 
Indian A'f'fairt. Stnator Ttd Sttvtnt (R-Alatka) and Congrtstman Morrit 
Udall <0-Ari2ona), acting in thtir capacititt as Chairman and Vict- 
Chairman, rtftptcilvtly, o^OTA^ft Congrtttional Board, havt alto 
cofiraunicattd thtIr inttrtttt in this asstfttrntnt to ut btcaus* oi thtir 
largt const i tutncits o^ Alaska Nativtt and ^tr ican Indians. As you 
know, Congrtfttman Udall it also Chairman o^ tht Houtt Inttrior and 
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IntuUr A44^\r% Conviitttt , which hit primiry juritdictlon ovtr Nitlvt 
^tricftn programs. Ult irt currtntly about hal-f-way through tht projtct 
and fxpffct to complt'.: our work by tht btginning o^ \9B6» 

Ont oi our projtct activititft is 4 strits rtgional mtttings 
and titt viftitft dttigntd to Itarn firsthand about tht htalth itftuts and 
probltiis at tht local Itvtl and to mt«t with as many tribal 
rtprtttntat i vtft and htalth cart providtrs as pottiblt. Uhilt wt havt 
not corapltttd thtst arta vititt, ctrtain thtrnts kttp rtcurring that art 
rtltvant to todays* htaringt. 

I undtrstand that othtr witntssts at this htaring havt or will 
providt you with dttailtd analysts oi dittatt patttrnt among Nativt 
Amtricant, how thtst distasts contributt significantly to sickntss and 
dtath, tht costs of providing dirtct mtdical strvicts as tht rtsult of 
thtst distastSi and tht chancts of lowtrtng tht incidtncts of somt of 
thtst drstastft through prtvtntivt programs such as thost addrtsstd by 
Stnatt Bill 400.. For my part, Itt rat augmtnt thtst prtstntations by 
sharing with you somt of tht obstrvations garntrtd from both our ovtrall 
rtvitw of Indian htalth cart and tht imprtssions wt havt gaintd from 
thtst arta mtttings and sitt visits. 

Firsti thtrt is no qutstion that prtvtntivt htalth cart works. 
Tht classical txampit is vaccints, and a currtnt, important projtct is 
tht dtttction and prtvtntion program against htpatitis B in Alaska. On 
4 smalltr scalt, mtningitis from htraoohilus influtnza bacttria was 
discovtrtd as a significant probltm in childrtn at tht Uhitt Mountain 
Apacht rtstrvation, and tht Johns Hopkins School of Mtdiclnt currtntly 
has a dtmonstrat ion program on tht rtstrvation to vaccinatt against this 
distast. 
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Prtvtntion oi mtningitis not only savts livts ind ivoidt 
significant disibtntitf in survivors^ but it ilso sives tht high costs 
oi trtftting mtningi t i s ind its disibling tfftcts on tht central ntrvous 
systtm. High costs are convnon in miny oi tht typts oi distists that 
could bt prtvtnttd or at Itast mitigattd. In tht mattrnal and child 
htalth arta, adtquatt mattrnal nutrition to dtcrtast tht incidtnct oi 
prtmaturtly-born infants, and avoidanct of alcohol during prtgnancy to 
prtvtnt fttal alcohol syndromt, art othtr txamplts of mtasurts to combat 
largtly prtvtntabit probltms. 

Rtnal failurt from hyptrttnsion or diabttts — two largtly 
control labit distasts — and tht resultant nttd for dialysis, is anothtr 
growing problem. In tht southwtst, transportation costs alont art a 
significant factor. In the Phoenix area, several tribes have to 
routinely drive or fly their dialysis patients to Phoenix three times a 
week on round-trips of several hundred miles. In addition to the costs, 
imagine being a dialysis patient who has to leave home in the early 
morning dark, be hooked up to a dialysis machine during the day, and 
then have to return home late at night, only to have to repeat it all 
over again the day after tomorrow — indefinitely. It is no wonder that 
sooie of these patients choose not to be dialyzed, even if it means 
certain death. 

Alcoholism and alcohol-related diseases and injuries continue to 
be the most pervasive problem for many tribes. The problem so far has 
been intractable. The causes of alcoholism among Native Americans have 
many roots and consequently, need many approaches. Alcoholism treatment 
programs are only one approach. For example, the Headstart program is 
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inportftnt not only for i tt dlrtct impict on childrtn, miny of whom irt 
childrtfi ilcohol abuttrt, but «Uo for tttching pirtntt — rainy of 
whom hftvt Jutt Itft childhood thtnttlvft — tht irt of pirtnting. This 
progriiii and continutd tffortt to kttp thttt childrtn in school so that 
thty will bt bttttr prtpirtd for idult lift, irt outtidt tht ratdical 
tphtrt but art ttttntial if tducationil Itvtlt ind htnct, Job 
opportuni t i tt| art to incrtast and alcoholism hoptfully dtcrtastt among 
Nativt Aratrtcans. Tht nttd for such multiplt approachts to tht 
p.rtvtntion and control of alcohol abust makts tht impact of any tinglt 
program, howtvtr broad, difficult to asstss, but it is cltar that a 
timplt mtdical approach is insufficitnt and comts too latt for most 
alcoholics. 

Many tribts we havt visittd art not only acuttly awart of thttt 
probltms, but ar» also trying to do somtthing about thtm. In tht 
southwtst, tht Indian Htalth Strvict has long providtd dirtct mtdical 
strvicts through restrvation-bastd clinics and hospitals and through 
mttropol i tan-bastd sptcialty rtftrral mtdical ctnttrs for Indians. 
Stvtral tribts now havt tribal htalth dtpartmtnts or htalth author i tits 
and optratt thtir own prtvtntivt and tnvironmtntal htalth programs 
fundtd by grants, stl f-dtttrmi nat i on contracts, and tribal funds, to 
augmtnt tht dirtct mtdical strvicts providtd by tht Indian Htalth 
Strvict. Thtst tribts havt txprtsstd thtir inttntions to tvtntually run 
thtst mtdical strvicts thtmstlvts but txprtss ftars that, undtr currtnt 
budgttary constraints and cutbacks, thty will not rtctivt comparabit 
Itvtls of funding that th» IHS now rtctivts for conducting thtst 
activitits. Constqutn t 1 y , though somt tribal health authoritits havt 
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txaniintd thtir httlth nttdt in ttrmt of both prfvtntlvt and dirfct cirt 
ttrvtctftp tht inttgration of thttt fttrvictt it handicapptd by tht fact 
that prffvtntivt ttrvictt art in tht hands of tht tribtt, whilt dirtct' 
mtdical fttrvictt it still undtr' tht dirtct control of tht Indian Htal th 
Strv i ct . 

Tht currtnt fiscal cMnatt has also ltd to prtssurts to Uriit IHS 
programs to providt only dirtct mtdical strvicts « This has also mtant 
that tht prtvtntivt programs that havt bttn assumtd by tht tribts art 
bting cutp thtrtby wtaktn i ng tribal htal th programs and tribal stif- 
dtttrml.fOtion . Otspitt tht truisms that mtdical strvicts cannot bt 
vitwtd in isolation from prtvtntivt htal th tfforts and that prtvsntion 
is chtaptr in tht long-ttrmp tht fact rtmains that whtn today's dollars 
art what is bting comptttd for, tht nttd for dirtct strvicts always 
wins. Tht way funding is providtd by tht Indian Htal th Strvict rtfltcts 
this situation! clinical cart is part of tht basic appropriations, whilt 
prtvtntion^or itnttd programs such as tht community htal th rtprtstntativt 
program art providtd through Itgislation that nttds rtauthor izing 
Itgislation. 

Furthtrmort, tribts commonly complain that tht Indian Htalth 
Strvict is not a partntr in dtttrmining and- prov i di ng for tribal htalth 
nttds but acts mort likt a partnt, dictating to tht tribts what thty 
nttd and wi 1 1 gtt in tht way of mtdical and htal th-rt1atffd strvicts. 
This criticism of tht IKS has incrtastd becaust of conctrns that budgtt 
dtcisions will bt made purtly on tht basis of fiscal crittria, and not 
on tht basis of htalth priori tits dtttrmintd jointly by tht tribts and 
tht IHS. 
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This Uadt mt to tht following cone lut ions battd on our ongoing 
MtfftMtnt o^ htalth ctrt ior Nttlgt ^trlctnt. 

Uff know Mhat httlth probltrnt trt prtvtntabit, tvtn tomt of tht 
tolutiont, and what furthtr rtttarch and dtnonttratlon nttdt to bt 
conducttd. Uhat wt nttd it a ttrattgy acctptabit to tht tribtt, not 
only btcauftt wt dtal with thtn on a govtrnmtnt<-to*govtrnnitnt basit, but 
al»o btcauft prtvtntion progranft will ofttn mtan impinging on nativt 
cufttofift, traditions, and dittt, and thtrt nttdt to bt an accomodation 
oi thtftt traditional practictt with modtrn htalth cart practicts. Tht 
tribtf art alto twart oi gtntral budgtt rtttraintt and tht fact that 
thty art facing rtductd or no growth funding. But thty do not 
undtrttand why fchty fail to havt nort impact in ttltcting which htalth 
programs art to bt cut and which art to bt prtttrvtd. 

Ltarning i% a two-way strttt. Sont tribts havt bttn looking at 
thtftt iftftutft for ytars, and as nottd tarlitr, havt tvtn organiztd thtir 
tribal htalth authoritits to inttgratt mtdical and prtvtntivt htalth 
strvict*. Tht Indian HtAlth Strvict is still largtly a clinic and 
hotpital-drivtn tytttm, and it must Itarn about/and bt coimitttd to 
prtvtntivt approachts. 

Ptrhapt tht bttt situation would bt for htalth promotion and 
difttaftt prtvtntion programs to bt inttgrattd with dirtct mtdical 
»trvict« in tht basic appropriations proctss^ i.t., that thtst 
activititt bt considtrtd part and parctl of tht ttrvictt providtd 
through tht Indian Htalth Strvict through tht authority of tht Snydtr 
Act. Thi» integration would bt a difficult objtctivt, ttptcially in 
timtft of budgttary conttraintt; but that sttrnt to bt ont of tht uVtimatt 
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objffctiutt 0^ Stnatt Bill 400. Ag«in, hoMtvtp, tribil input nttdt to bt 
solicitffd, btciust in inttgrition oi medical and prtvfi^tivt htil th 
ttrvicfft hat bttn tht objtctivf oi tht tribil htilth authoritiet, tven 
undtr currtnt constriintft whtrtby dirtct strvictt art still undtr the 
control oi tht Indian Health Strvict. But tvtn though an inttgration oi 
dirtct and prtutntiut htalth services is tht approach oi tht typical 
tribal htalth authority, tribts may view thi» inttgration at tht IHS 
Itvtl as anothtr mtthod o^ cutting down on dirtct struictt. Thus, thty 
may pr9i9r to atttmpt this inttgration at tht tribal Itutl in 
conjunction with assuming mort o^ tht dirtct mtdical cart now prouidtd 
by tht IHS. 

Stnatt Bill 400 calls ^or the development oi three- and ttn-ytar 
comprehensive plans ^or health promotion and distast prevtntion services 
to Indians. First, tribal involvtmtnt nttds to be solicited from tht 
start. Second, somt tribes havt bttn addressing this issut ior ytars 
and can providt valuable advice not only to the IHS, but also to other 
tribts with Itss rtsources. Third, how health promotion/disease 
prevention activities art coordinattd with dirtct medical services will 
depend on the extent to which the Indian Health Strvict continuts as a 
dirtct provider oi medical services versus the extent to which tribes 
decide to assume more responsibility ior operating these medical 
services. Furthermore, since tribal health authorities stek funds from 
other than Indian Health Service sources for some prtvtntion-related 
programs (e.g., the UIC, or Women, Infants, and Children program), it is 
at the tribal level that these other sources can be integrated with a 
health promotion/disease prevention prograjn initiated by the IHS. 
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In tumi fix ttstimony hit conctntrittd on somt oi tht policy 
ifflpi icfttiont o^ Stnatt Bill 400 it it rtlitts to trlbil nttds ind 
ftctivitiffft in tht arta oi htal th promotion/dlttatt ppfvtntion. Othtrs 
at this htaring will havt providtd you with information or tht nttds and 
pottibit apprnachtft. I am sunt that tht tribts will wtlcont this 
initiativti but tht bottom lint ior thtm will bt whtthtr or not thty 
havt a rtal impact on defining thost nttds, whtthtr tht program will bt 
rtltvant to thtir local c ircumstancts, whtthtr thtst activitits will 
augmtnt thtir dirtct mtdical strvicts dollars or will compttt with 
dirtct mtdical strvicts for 1 imi ttd dolUrSi and what rtsponsi bi li t its 
and author} tits thty will havt for thtst programs. 



Senator Bingaman. Senator DeConcini, do you have any ques- 
tions? 

Senator DeConcini. Yes; let me ask one question, if I might, Mr. 
Chairman. Is it possible, Larry, to say at this point from the data 
which you have seen, to say what percentage of the health prob- 
lems experienced by the Native American communities are pre- 
ventable? 

Dr. MiiKE. I couldn't give you an exact percentage. I would say a 
significant percentage. For example, the statistic on Native Ameri- 
can infant mortahty, about 17.1 per 1,000 live births, there are 
some tribes that have as high as 66 percent. 

And the U.S. average, the general average, right now is fairly 
close to 10 percent. 

Senator DeConcini. So S. 400 would certainly help us in reduc- 
ing those percentages and being able to have some hard facts 
to 

Dr. MiiKE. Yes. I think there are many 

Senator DeConcini [continuing]. To address on the preventive 
side. 

Dr. MiiKE. I think there are many diseases that are preventable. 
Some of them are fairly simple, the infectious type diseases where 
you just need good housing and good sanitation and good water 
supply. 

Others may be more difficult in the diabetes area, the alcoholism 
area. But all of these problems are well known to both the IHS and 
the tribes. 

Senator DeConcini. Thank you. I just want to compliment Larry 
and the Office of Technology Assessment for the fine work that 
they do for the Congress. 

Senator Bingaman. Bill, did you have some questions? Go ahead. 

Representative Richardson. Doctor, how much is the issue one of 
funding and not one of policy? The Indian Health Service, in my 
judgment has very competent people. But they don't have the skills 
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or the resources to literally do everything right now especially in 
this fiscal year. ^ . i 

Does it make sense to develop an Indian policy in health care— 
and, by the way, I think that Senator Bingaman's bill will become 
law because it is in both the Indian health care bills in the 
House— and does it make sense to look at funding options, in other 
words, to implement legislation like this; such as, should we be 
doing more contracting out with private facilities, with private 
physicians, should IHS increase that option. And, second, does it 
make sense to join forces with other Federal facilities? 

For instance, in the bill that we have in the House, we put in an 
amendment that allows for greater joint participation between the 
VA hospitals and the IHS. Do we need those two kinds of options 
to become more efficient in the funding and reducing costs, but 
maybe improving the cost of health care because, frankly, I think 
the IHS budget is literally devastated this year. And I don t see 
how we can implement even the minimal kind of efforts that are 
needed at the lowest possible level. 

Dr. MiiKE. I think, obviously, both policy and budget are related. 
I think you'll start hearing from the tribes after I testify that, espe- 
cially in the area of self-determination, taking over services, budget 
is one of the big constraints. 

They are reluctant. Many tribes are reluctant to take it over be- 
cause they don't think that they will be getting the same amount 
of resources that have been provided to them directly. 

Senator DECoNaNi. But do you support more contracting out 
and more joint efforts with other Federal health agencies? 

Dr. MiiKE. That depends. I think in terms of VA, that depends on 
where these other hospitals are. I think that the major area is not 
so much in terms of other Federal facilities, but other Federal 
sources of funds. Medicare and Medicaid funds, and whether that s 
going to be used to augment IHS funds or whether that s going to 
be used to replace IHS funds. 

Senator Bingaman. Thank you. Senator. Let me just ask one 
final question, Larry. In your research, have you come across an 
example or a few examples of very good programs that some tribes 
or pueblos are pursuing in preventive health measures, such as 
what we're describing here today? Are there some examples that 
the rest of the country could emulate? . ^ „ 

Dr. MiiKE. I think I had better leave that for the others to talk 
about because then we're going to get into, I think, issues of pride 
among the tribes, so I would rather leave that up to the tribes to 
give you that. , «r • 

Senator Bingaman. All right. Thank you very much. We appreci- 
ate your testimony and appreciate you being here today. 

According to the list that I have here, the first panel we have is 
a panel, a tribal panel, with Anita Levaldo, who is the acting exec- 
utive director of the Division of Health Improvement Services for 
the Nav^o Tribe in Window Rock. And she is accompanied by Mi- 
chael Lincoln, Tony Secatero and Kenneth Cody. 

I gather—let me iust ask, is the intention that we would hear 
this testimony and then get Gilbert? OK. * 

Anita, welcome to the hearing, and we look forward to your testi- 
mony. 
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STATEMENT OF ANITA LEVALDO, ACTING EXECUTIVE DIREC- 
TOR, DIVISION OF HEALTH IMPROVEMENT SERVICES, NAVAJO 
TRIBE, WINDOW ROCK, AZ; ACCOMPANIED BY MICHAEL LIN- 
COLN, DIRECTOR, NAVAJO AREA INDIAN HEALTH SERVICES, 
WINDOW ROCK, AZ; TONY SECATERO, PRESIDENT, CANONCITO 
BAND OF NAVAJOS, AND BOARD MEMBER OF THE NATIONAL 
INDIAN HEALTH BOARD, CANONCITO, NM; AND KENNETH 
CODY, NAVAJO NATION COUNCIL ON AGING, WINDOW ROCK, 
AZ 

Ms. Levaldo. Members of the committee, I would like to express 
my appreciation for being here this morning and having the oppor- 
tunity to present the Navajo Nation testimony regarding the S. 
400, known as the Indian Health Promotion and Disease Preven- 
tion Act of 1985. 

First of all, Td like to say that Senator Bingaman should be com- 
pliniented and congratulated for his efforts in shifting the empha- 
sis in Indian Health programs to disease prevention and health 
promotion rather than crises and oriented types of care, which 
Indian Health programs have been subject to over the many years. 

The Navajo traditional ways have always emphasized prevention, 
prevention against illness and promoting healthy lifestyles. So we 
feel that this bill is in line with what the Navajo way of thinking is 
as far as gaining harmony within oneself and that illness is a state 
of disharmony and imbalance which may cause or result from in- 
terference in meeting basic human needs. 

As far as the Navajo Nation, the types of programs that we advo- 
cate and that we utilize all have a health promotion and health 
prevention activity. One of our major programs is the Community 
Health Representative Program. 

And in this bill, this is also highlighted, and we would like to 
mention significantly that this is a primary program on the reser- 
vation that does provide health prevention activities to not only 
communities. They affect almost every person on the reservation 
through their services. 

And we appreciate that the CHR Program is highlighted in the 
bill. As far as disease trends among the Navajos over the years, in 
the past, at least 20 years ago, many of our problems have been 
related to infectious diseases, such as pneumonia and tuberculosis. 
Also, infant mortality and morbidity rates were always on the in- 
crease. 

However, now that shift has changed. Now, the diseases that 
we're faced with are chronic diseases. And many of these diseases 
are preventable diseases. And that is why we feel that this bill is 
very important for the health and well-being of Navajo people as 
well as Indian people in general. 

And so Td like to also mention that this bill has implication for 
policy issues and resource allocations. The shift is now from actual- 
ly—the shift is from direct medical care to health promotion, and 
the tribe has always been involved in health promotion activities, 
and we feel that it's very important that this aspect be brought 
iiito the Reagan administration. 
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In Indian Health Service-proposed budget deliberations, it was 
indicated that the health promotion-prevention activities were to 
be a priority. However, the resources did not necessarily follow. 

When people start cutting budgets, it is always prevention and 
promotion activities, which are always the first to go. And we 
Nvould hope that through this bill that the prevention and promo- 
tion activities would be a priority as opposed to something that we 
can live without. 

This is, in summary, what our lengthy written testimony has in- 
dicated, and I will allow time for the testimony of my counterparts 
to do likewise. Thank you. 

[Ms. Levaldo's prepared statement follows:] 



ERLC 



37 



33 



TESTTMO^'O? THE NAVAJO UATlQ^ 



Txw>r*vi SmkTE BILL 400, 

•n-. mo^^ HE«,™ ^ ^^^^^^ ^ ^^^^ 

u o . Assented before the 
Senate Select Coirmittee on Indian Mfairs 
Cfellup, MM 
»^une 1, 1985 

1°::;" " ^-^^"-^ ^^^^ - - 

Bscltn Promotion and Disease Prevention tet of iggs." 

r.t ^i. 3ayi:. t.at senator Bi^.^n is to ^ congratulate, ^or 

prevention ana .ealt. potion activities. B^idence continues .to „.unt tha: 
these activities can Have a significant i^act on .t. Health status and t.us 
health s.ste. ^^^^^ ^^^^^^^^^ ^^^^^^^ 

c-xnical treat^^nt for largely preventable health p.oble.^ ^ 
Hea^an A^nistration has targeted its increasingly li^i.ed .esou.es on 
trea..nt .ather than prevention and p.o^tion and ch»sen to ignore ..at ^ 
Navajos have known for centuries. 

.avajo traditional ways .ec<^.i.3 the i„^.tance of actively taking 
n...ures to prevent il,.ess and p.o^te healthy life-styles. Man's path is 
called -.he corn pollen path" by our elders, s^li.i., . 
ha^nious existence, .he goal of healthful living is "se ahna,haii Bei 
**on,« the essence of har^ny. Han:„ny is health. Ha^ony' is ^autv^ 
H.r:-ny is happiness. O:, culture pron^tes these values and also pres^^ibes ^ 
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variety of important ritual and behavioral actions to be used to achieve these 

ends. . * 

A brief look at the recent history of disease trends among our people 
provides ample evidence that (1) prevention and promotion activities have had 
a major impact on Navajo health status and (2) eirerging patterns of illness 
and disability can be effectively addressed throirgh prevention and promotion 
efforts. • In 1960, 40% of Navajo deaths occured in children under the age of 
one year. By 1980, this figure had plumneted to an imDrovenent of 

enoHDOus proportions, yet far in excess of the national average of 2%. 
Significantly, this trend was associated with an increase in the percentage of 
Kavajo hoirves with safe water and sanitation facilities, from less than 20% in 
1973 to almost 65% in 1981. aearly, infectious diseases affecting infant 
mortality and morbidity, such as entei .tis, pneumonia, 'tuberculosis, 
dysentacy, strep, and otitis, have responded to changes in Navajo lifestyle 
associated with improved sanitation practices. 

Since I960, chronic diseases have continued to grow in importance on the 
Navajo Nation. Il^e cancer mortality rate has more than doubled. Death due to 
heart disease and other circiuatory problems has aljrast doubled. Ihe leading 
cause of death now amoryg Navajos is accidents, most of which involve motor 
vehicles and alcohol intoxication. As a result, 51% of Navajo deaths occur 
betvv-een the ages of 20-65, canpared to 30% in the U.S. population. In 
addition, stroke, diabetes, end stage renal disease, and behavioral problems 
including alcoholism, suicide, and homicide, continue to increase in 
distressing proportions. 

Thus, in one sense, though our life expectancy stiU lags far below that 
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of the national- average, Navajos .are healthier now 'than we v«re tw decades 
ago. HDw-^ver, th» ills that tefall us today are the chronic debilitatirq 
diseases of an aging population which are costly to treat, which reflect 
changing behavioral characteristics of our p.?aation, and which can be 
prevented. The , scope of disease prevention and health pronotion activities 
encompassed in S. 4OO and their appropriate interventions constitute an 
effective mechanic, ^ believe, by which to successfully address the charvginq 
epidemioloqy and health status problems of Navsjo p-ople. 

We believe that it is crucial to link the broader policy, resource 
allocation, and planning provisions and inplications of Senate Bill 400 to the 
inventory of prevention and promotion activities contained in the bill. 

(1) Klicv- Ihe bill provides a strong foundation of policy support for 
(a) the incorporation of disease prevention and health pronotion as integra 
parts of the nodel of medical and health care currently utilized by Indian 
Ifealth Service and (b) the af^^lication of prevention and promotion standards, 
established by the government for the nation, to the health of Mian E»ople. 
•mis approach acknowledges that (1) the health of Indian people cannot be 
raised significantly without adoption of an epidemiologically sound, 
co>anunity-based public health model of care and (2) mdian people should seek 
a level of health status equivalent to the health status of the nation as 
delineated in the Public Ifealth Service national health objectives. 

•mis is a major iirproveT-nt over the fuzzy, unclear policy guidance 
contained in the maSS i^dian fealth Service budget re<j.est, which highlights 
prevention, „hile ear-marking resources to prirarily clinical care. In 
addition, this policy is fully consistent with current Navajo Nation health 
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policy: (1) medical care for Indian people is a direct trust responsibility 
of the Federal government which we see no need to change by entering into the 
direct clinical care business and (2) disease prevention and health prorrotionr 
supported under Federal trust responsibility, are efforts which we believe 
will benefit nost significantly by Tribal intervention. 

(2) Resource allocation . Senate Bill ^00 presents a persuasive argument 
in favor of revainping the way in which IHS allocates its resources. 
Historically, IHS resources have been distributed on the basis of what is 
required to maintain existing program operations, with little or no weight 
given to population, utilization and workload, or epidemiological variables, 
rihe "equity" approach to allocating new resources, designed to address 
geographic maldistribution of manpower and thus dollars, appears to have had 
little impact on this situation. Moreover, nowhere in the system is the 
inequitable balance in favor of clinical services over "community health 
services," which include prevention and promotion activities, addressed. 

•Die epidemiological model of health care delivery which S. 400 would 
implement embodies an empirical logic in which we have great faith. Priority 
health problems are targeted for special attention in the resource allocation 
process. As health status changes and new trends emerge, resources are 
shifted and allocated accordingly. Let me quickly say that we do not advocate 
haltinq clinical care. It simply seems J>oor rationale to establish policy 
which funnels resources into routine clinical care areas at the expense of 
high priority interventions of a prevention/promotion natur'.*.' Innovative 
allocation of scarce resources, from government, state, and tribal sources, in 
a mix determined to be most effective in a planned, cooperative, coordinated 
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effort, is Clearly called for. -Thus, the provisions of S. 400 should be 
reflected in authorization levels of S. 277 (H.R. 1426) and in the 
appropriation requests for m986 for IHS and for block grants. 

(3) Planning. It is ijnportant to recognize that the Navajo Nation, as 
well as many other tribes, currently possesses the capability to undertake the 
needs assessment and health planning pre isions of S. 400. IronicaUy, the 
capability is not to be found in the "tribal specific health planning process" 
of IHS genesis, which is nothing more than the in-house "resource requireiient 
methodology." For example, the Navajo Nation Master Health Plan, an 
integrated approach to the planning requirertents of the National Ifealth 
Planning Act and the Indian Ifealth Care Inroroveinent Act, embodies a population 
based approach to planning, including health promotion/prevention. Ohe plan 
has been in existence since 1979, at which tiire it was adopted by the Navajo 
Tribal Osuncil, and is currently being updated by the Navajo ifealth Systems 
Agency, ohe MHP fully addresses the planning provisions contained in S. 400. 

Ohe health planning process we advocate for iirrolementation of S. 400 is 
ii^roortant not only because it is based on a culture-specific, 
coimiunity-oriented epidemiological model of health care delivery, but also 
because it constitutes an effective way for the Tribe itself to monitor 
changes in health status and improvements in the health of Navajo people. 
However, this function can only be served if all providers - government, 
state, and Tribe - participate in a consolidated, comprehensive patient 
information and program data system, one which will reflect not only IHS 
facility-based workload, but contminity-level statistics as well, for a true 
profile of prevailing health status, ihis wiU enable tribes, IHS, and other 
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Indian health providers to plan and allocate resources according to current 

needs and problems. 

There are two specific provisions of S. 400 that require special mention 

before I close. (1) The prevention/promotion demonstration projects in 

Section 204, designed presumably to illustrate effectiveness (both on an 

outcome and cost basis) ma?t not be used as merely vehicles to prove what is 

already known. Instead, they should enphasize the necessary linkages between 

(a) innovative methodologies which effectively couple clinical care and 

prevention/promotion and (b) selected strategies and interventions, required 

resources, and expected/desired outcomes particularly the utility and 

I 

effectiveness of these models for Indian people. We know, for example, what 
impact "reduction in the misuse of alcohol and drugs" will have on the 
"control of accidental injuries." What we do not know is how to most 
effectively maximize this .impact. We know that Navajo children who live in 
isolated areas with unpaved roads appear in IHS clinics with more severe 
illnesses than their counterparts who have access to clinics on paved roads. 
What should be the intervention? Haalth education? Outreach? Paved roads? 
Four-v?heel drive vehicles? It is our desire to subject high priority health 
problems, especially those of a behavioral etiology, such as alcohol abuse, 
accidents, and diabetes, to this kind of scrutiny. 

(2) S. 400 would provide for the continuation of the Coirrnunity Health 
Representative (CHR) Programf which once again is threatened fcjy extinction at 
the hands of the Reagan Administration. By means of solid paraprofessional 
training, it would also use the program as a major vehicle to address 
identified prevention/promotion objectives. As we have noted in earlier 
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eHpropriations testimony before this conmittee, exti-nguishing the CHH Program 
serves no rational purpose, not even that of fiscal austerity. We are 
prepared to postulate thai: a model Navajo community health service team - 
oxprised of a hcn« heaifJ, nurse, a piiic health nurse, and a CHR, «orkii,g on 
behalf of their cammnities to. monitor conmmity health conditions, to promote 
cocmunity health Issues, and to advocate for contnunity health interests - „iii 
have a significant i„pact on both the incidence and prevalence of selected 
illnesses and the cost of providing clinical care for these iUnesses. it is 
the «ell-trained CHR, not the nurses, who is the key in this type of effort. 
Without this conrmnity-level expertise, knowledge of local commnities, 
conditions, and individuals; and families, we believe that effective 
prevention/promotion efforts would be severely hanpered. 

In closing, let me say that Senate Bill 400 is an iirportant piece of 
proposed legislation because it establishes policy, it mandates coordination 
and planniiq. it suggests' shifts in resource aUocation, and it provides 
necessary pr<^rai™atic support. We view the bill as (1) iiiplementation 
guidance for pertinent sections of s.277 and H.R. 1426 when a "437- 
reauthorization biU becomes law 'a™3 (2) as a strong message to IHS and the 
Reagan Administration that "business as usual" is no longer acceptable. 

Mr. Chairman, members of the Cbnmittee, the title of the youth substance 
abuse prevention curriculum developed by the Navajo Nation is On the Right 
Track. Indeed, s. 400 is "on the right track." We strongly endorse your 
efforts to improve the health of our people. 
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Senator Bingaman. Should we go ahead to questions, or did 
somebody else have a statement? What is your intention here? 

Ms. Levaldo. We could go ahead and summarize our statements, 
and then you can ask questions. 

Senator Bingaman. OK. Why don't each of you just take a 
minute or two, if you could, and summarize what you have to say. 
And then, perhaps, Senator DeConcini will have a question. Go 
right ahead. 

STATEMENT OF TONY SECATERO, PRESIDENT, CANONCITO BAND 
OF NAVAJOS, AND BOARD MEMBER OF THE NATIONAL INDIAN 
HEALTH BOARD, CANONCITO, NM 

Mr. Secatero. Senator DeConcini and Senator Bingaman and 
Congressman Richardson, my name is Tony Secatero. I am presi- 
dent of the Canoncito Band of Navajos, and I am a representative 
of Albuquerque Area Indian Health Board and the National Indian 
Health Board. I appreciate the opportunity to express our concerns 
and recommendations regarding S. 400. 

In the past, we have always been concerned with only treating 
those that are affected with a disease, alcoholism, tuberculosis, and 
all other aspects of health problems, social problems. 

But in recent years, the last 2 years, there has been a trend 
changing to health promotion and disease prevention. Nationally, 
we have testified before various committees of Congress and ex- 
pressed a concern for increase in prevention and health promotion. 

In recent years, the Canoncito Band of Navajos has taken initia- 
tive in integrating a service of direct patient care with prevention. 
And prevention is a very vital concern of the Indian people today. 
It's a new pattern, a new system that we need to look at. 

I think that health among the Indian people has been a major 
problem to a large extent. With the S. 400, we can integrate those 
services directly with direct patient care. 

In our testimonial, we have expressed a coricem for the many 
budgets that have been cut by the administration. We request that 
you support the reauthorization of the Indian health care improve- 
ment, and we hereby endorse your S. 400; however, we request that 
no funds be taken from the existing health programs. Thank you. 

[Mr. Secatero submitted prepared statements of the Canoncito 
Band of Navajos and the National Indian Health Board. Testimony 
resumes on p. 50.] 
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CANQNCITO BAND OF NAVAJOS 



Mr. Chairman and Senate Select Convnittee on Indian Affairs, my name is 
Tony Secatero, President of the Canoncito Band of Navajos here in the 
State of New Mexico. I am representing the Canoncito Band of Navajos, 
Albuquerque Area Indian Health Board, and the National Indian Health 
Board. I sincerely appreciate the opportunity to prese. t our views and 
recommendation on the Health Promotion and Disease Prevention Act of 1935. 
Although a member of the Navajo Nation Canoncito is geopgraphically separated 
from the main body of the Navajo Tribe. Through history Canoncito has always 
lagged behind in health, education and welfare. But in recent years the 
younger generation have expressed strong concerns to change and to begin 
long range planning in all aspect of community needs. Canoncito begin a long 
venture in hopes of improving the status of the people, many changes are nov/ 
beginning to take place in health, education and welfare. Although being un- 
der the shadow of the Nvajo Tribe we have taken careful steps to be more and 
more self-sufficient and making every effort to jnake long and short range plan- 
ning, many development now have taken place, health has been very doiiiinatincj in 
respect to health promotion and prevention. We were very fortunate to get a new 
Health Center through the efforts of our Congressional Representative and Congres- 
sional Committee's, we feel very proud and now have intergrated many services and 
promoting health in all fields. In the past our only concerns were treating those 
that were already affected with disease of Alcoholism, Drug, Tuberculosis, Nutrition, 
and marvySocial problems. We believe that Senate Bill 400 is a vital legislation 
that addressses what have been neglected in the past and would promote health 
and disease prevention, we feel that the Indian people are very fortunate to be 
considered for such legislation. With our past experience of intergratinj health 
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Promotion and Disease Prevention on the Canoncito Reservation, this Legislation 
would be a Key to the changing of health service pattern into a new field of 
health care before being affected. We express to the Senate Select Committee 
on Indian Affairs that we endorse Senate Bill 400, however we request that no 
fundings be taken from existing programs. We fully support the formalizing and 
programming a policy on health promotion and disease prevention short and long 
term and that Indian Tribe be involved in all phase of planning activities model 
or demonstration projects. If we are extremely concern of health promotion and 
disease prevention the CHR Program has been the key vehicle in all communities 
as they play the front line of not only general ist, but changing of system to 
specialized field of Dental Assistant, Maternal and Child Health, Nutrition, 
Emergency Medical Services, Optometry, Social Services, Family Planning. En- 
vironmental Health, Safety as similar to the Senate Bill 400 proposed leg1sla> 
tion. Training your own people is the most vital as they aiC familiar with 
the pepple by custom, language, cultural and closeness. Chairman and Senate 
Select Committee on Indian Affairs we are extremely concern over the Adminis- 
trations proposal to reducing and eliminating very essential and e.ffective 
programs we ask that you support the reauthorization of the Indian Hea'ith Care 
Improvement Act, because we need those service to reach the ultimate goals of 
improvement Indian health to that of the general population. There is a con- 
tinuous need of clinical services, preventative health, urban program, manpower. 
Tribal Management, direct operation and health facilities. Me have continuously 
testified before various committee's of Congression request to support reauthori- 
zation of Indian Health Improvement Act and now support Senate Bill 400 on Health 
Promotion and Disease Prevention. 
Thank you, 
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PRESIDENT'S BUDGET REQUEST, FISCAL YEAR 1986 
Indian Health Service 
($ In thousands) 



HEALTH SERVICES 

Clinical: 
Hospital & Clinics 
Dental 

Mental Health 
Alcoholism 

Maintenance & Repair 
Contract Care 

Subtotal, Clinical 

Preventive: 
Sanitation 

Public Health Nursing 
Health Education 
Conwunity Health Reps. 
Innunization 

Subtotal, Preventive 

Urban' 
Manpower 

Tribal Management 
Direct Operations 

TOTAL, HEALTH SERVICES 



APPROPRIATIONS 
FY 1985 



5417,016 
21,923 
11,179 
21,482 
8,570 
103,956 

:^6b0,126 



$ 20,275 
12,212 

3,576 
25,480 

3,626 

$ 65,169 

$ 9,800 
$ 6,499 
$ 2,450 
$ 59,684 

$793,728 



PRESIDENT'S PnOrOSFD^ 
rV 1986 



$418,221 
25,215 
11,304 
24,776 
8,673 
165,866 

$654,055 

$ 22,272 
12,195 
3,573 
-0- 
2,721 

$ 38,761 

$ -0- 
$ 6,499 
$ -0- 
$ 56,778 

$756,093 



% CHANGE 



.3X 

1.22 
l.U 
}.2i 
1.2X 
1.2X 

6% 



+ 9.85X 

- .14% 

- .08% 
-100. OOX 

- 24.96X 

" 40.52X 

-100. OOX 
0 

-100. OOX 

- 4.87 

- 4.74X 



HEALTH FACILITIES 

Hospitals: 
New & Replacement 
Modernization & Repair 

Subtotal, Hospitals 

Outpatient Facilities 
Sanitation Facilities 
Personnel Quarters 

TOTAL, HEALTH FACILITIES 

GRAND TOTAL 



$ 19,843 
2,086 

$ 21,926 

$ 9,712 
$ 24,500 
$ 5,493 

$ 61.634 

5;855,362 



-0- 
2,450 

2,450 

-0- 
-0- 
-0- 



$ 2,450 
$758,543 



-IDO.OOX 
+ 17.44X 

- 88.82X 

-100 .OOX 
-100. OOX 
-100. OOX 

- 96.02X 

- 11.31X 



* $10 million unobligated Hedicaid/Medicars FY 1985 funds to be carried over and 
used in FY 1986. 
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Mr. Chairman, I am Tony Secatero, the representative from the Albuquerque 
Area Indian HeiUh Board to the National Indian Health Board (NIHB). On behalf 
of the NIHB, I wish to thank you for this opportunity to present our views with 
regard to the proposed legislation to formalize policy and programming for health 
promotion and diseast^ prevention among American Indians and Alaska Natives. 

The NIHB, a nonprofit organization based In Denver, CO, Is composed of twelve 
representatives elected by their respective area health boards or inter-trlbal 
organizations. In each of the twelve Indian Health Service (IHS) service areas. 
Since NIHB's founding, we have supported and encouraged preventive health 
measures and health promotion among Indian people by the IHS and the tribes. 
^tore recently we have Intensified this approach v/lth the conviction that It 
contributes significantly to achieving the ultimate goal of raising the health 
care status of American Indians and Alaska Natives to the level of the general 
population of the United States. Vie, of course, continue to support the delivery 
of primary health care services to Indian people; hov^ever, we are convinced that 
prevention and health promotion is also required to ensure that the goal of parity 
is achieved. 

The Administration has, in their testimony on the reauthorization of the Indian 
Health Care Improvement Act and the FY 1986 budget hearings, endorsed providing 
preventive and health promotion services. However, in the same testimony they have 
asked for reduced funding for such activities. We believe that this Is inconsistent 
and shortsighted. In the long-run, this action would cause many of the gains made 
in improving the status of Indian health to be lost. 

We are convinced the time has come for legislation such as S. 400 to promote 
preventive health and health promotion services. Not only will It help to formalize 
policy, but it will help to encourage what seems to be taking place in many Indian 
tribes and Alaska Native groups. There has been increasing activities In these 
areas. For example, health fairs are being conducted as a means of early detection 
by moneand more tribes and organizations. Various forms of organized exercise 
activities are occurring such as "fun runs," aerobics, and v/alking. In spite of all 
the negative publicity on the problems of Indian children and youth, more and more 
of them are becoming Involved in organized sports both in school and In organizations 
outside of school. 

In the area of nutrition there is a growing awareness among Indian people that, 
regardless of age, more attention needs to be devoted to this area as a means of 
preventioff of health problems. Programs such as Headstart, the WIG Program, Title III, 
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and Title VI nutrition programs have quietly made a significant impact on the 
health status of those participating in them. 

NIHB has Increasingly focused its activities to support and encourage IHS 
and Indian and Alaska Native tribes and organizations to expand and strengthen 
their health promotion and disease prevention programs. Our educational and 
Information sharing activities have Included material on prevention and health 
promotion. The NIH8 Health Reporter frequently includes articles oertalning to 
health health pro^tlon and prevention. In our last three national conferences 
heavy emphasis was placed on health promotion and disease prevention. At these 
conferences, the 'presentors demonstrated significant interest in these areas. For 
example, the Sixth National Indian/Alaska Native Health Conference in Reno, Nevada 
last June revolved around the theme: "The l^ey To Prevent1on-Y0U|" The pre.snta- 
tlons supported our observation that increased Interest and activities in preven- 
tlon are growing among Indian people. At this same conference, surorlsino 
attendance was experienced at the "fun run" and dally rhythmic aerobic sessions. 

We plan to continue supporting health promotion and disease prevention 
activities In IHS and among Indian people. For example we are already encour 
aging- Indian people to seek complete periodic health examinations as a means 
of health maintenance and early detection. 

As we testified previously with regard to the reauthorization of the Indian 
Health Care Improvement Act, we strongly support retention of previous programs 
that made dramatic impact on reduction of morbidity and mortality rates In several 
disease areas. The Impact has been well documented. We are dismayed that the 
Administration continues to recomnehd el Imlnatlon of such obviously successful 
programs as construction and maintenance of sanitation and waste disposal systems, 
safe water supplies, and the Community Health Representative Program. 

It would be unrealistic to formalize policy and increase orograimilno for 
prevention and health maintenance activities with little or no resources'to imple- 
ment them. There is concern that funding cannot be assured for existing programs, 
and therefore will .not be adequate and Interrupted for new programs. For example 
in the Administration's FY 1986 budget request, a 40.5 percent decrease was re- 
quested by the Administration In the following preventive proqrams: Sanitation- 
reduced $412,000; Public Health Nurs1ng-.$372,000; and Health Educat1on-$115,000 
One of the largest decreases would be In the Alcoholism Program where there is a 
suggested decrease of 1.2 million dollars which would significantly impact all 
services Including th^se that are preventive In nature. 



48 



The following comments and recommendations address the provisions In the 
proposed legislation: 

1. V/e fully support formalizing and programming 4 policy on health promotion 
and disease prevention as expressed in the three basic orovlslons of the 
proposed legislation: (a) development of a health promotion and disease 
prevention Indian health policyV (b) inclusion of health promotion and 
disease prevention services within the Indian Health Service; (c) contin- 
uation and improvement of the Community Health Representative Program as 
the mechanism to carry-out such health promotion activities; and (d) 
ftuthorUa'tlon of a demonstration project, 

2. We support the Inclusion of a specific section (204) In the Health Care 
Improvement Amendments of 1985 with language which is basically the same 
ass. 400. This will help to strengthen the policy and programming for 
which IHS will ultimately be responsible. 

3. We endorse the provision In Section 203 of S 400 that a study be conducted, 
the results of which are to be used as a bsiss for both a short-range 
(three year period) and a long range (ten year period) plan. It Is very 
important that tribes be involved In this effort via their Including 
health promotion and disease prevention plans In their tribal specific 
health plans. This should also not preclude tribes providing other forms 
of Input Into a national planning effort. 

4. Requiring IHS to employ additional personnel to fill at least four full 
time positions reflects a commitment to develop and provide services as 
soon as possible. The main' concern with this requirement Is that we are 
against taking money from other essential programs. Additional funds to 
fill these four positions should be authorized and assurances should be 

tn^de that monies will not be taken from other essential programs and services, 

5. We support the provision to establish from one to four demonstration pro- 
jects to Identify the most cost effective composition of services and 
programs for prevention and health promotion. The only suggestion we would 
make Is to modify the language in Section 204 of S400 to allow qualified 
health-related Indian organizations to compete for these grants. These 
Indian organizations could work in association with a health profession 
school, training Institution, or health care institution which would be 
responsible for the technical aspects of the demonstration project. 
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This would provide another way for Indian people to be Involved In 
planning and providing prevention and health promotion services. The 
authorization of $500,000 for the purpose of carrying out the demonstra- 
t1on projects should be an absolute minimum In order to ensure useful 
data from such an effort. 
6. Finally, NIHB continues to strongly support retention and upgrading of 
the Coimuilty Health Representative Program (CHR), This role for the 
CHR Program, as outlined In Section 107 otSAOO, not only taps the exper- 
tise of these dedicated people, but It will formalize most of what they are 
already doing In the field. The proposal to Incorporate training for CHR 
personnel and othir Indian people in Indian conmunitles is highly recownended* 

With regard to the FY 1986 budget for IHS and for the reauthorization of the 
Indian Health Care Improvement Amendments of 1985, wr; have stated in previous testi- 
mony that the CHR Program has been strongly supported by professional health care 
staff and by the people In their own communities. We ilso wish to point out again 
that the Administration's budget clarification estimates that 1,500 CHR's will 
provide approximately 1.95 million heaUh care services in FY 1985 In the are^s of 
general health care, dental health, gerontological care, maternal and child care, 
mental health, and environmental health co»ta1nly documents the work they do to 
raise the health care status of Indian people to that of the general population. 
We believe this legislation will help to retain the CHR Program and hopefully, 
funding levels for the Program will be adequate to meet their needs. This Includes 
the 5 million dollar additional request to provide their personnel with a modest 
cost of living adjustment. 

Finally, we wish to share with you the Information that the next NIHB National 
Indian/Alaska Native H-alth Conference will be held in Albuquerque, NM, in 'November. 
1985. The theme of this conference is "Today's Youth— Tommorrow's Elders; A 
Coimiltment to a Healthier Nation." A major focus, again, will be on prevention of 
disease. Senator Bingaman, because of your comnltment and interest in health pro- 
motion and prevention of disease, we hereby Invite you to speak at the conference. 

Thank you again for allowing our testimony. If you have any questions, I am 
willing to address them. 
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Senator Bingaman. Yes, sir, did you have some testimony? 
Please go right ahead. 

STATEMENT OF KENNETH CODY, SR., PRESIDENT, NAVAJO 
NATION COUNCIL ON AGING, WINDOW ROCK, AZ 

Mr. Cody. Mr. Chairman, the Honorable Dennis DeConcini, Mr. 
Bingaman, Mr. Richardson, members of the staff, my name is Ken- 
neth Cody, Sr. I am the president of the Navejo Nation Council on 
Aging. The Navajo Nation Council on Aging has elected me to tes- 
ti5^ about their concerns as related to S. 400. 

First, I would like to thank Senator Jeff Bingaman and the com- 
mittee for allowing the Navcgo elderly to have an opportunity to 
speak about their concern today. 

The promotion of good health and disease prevention is very im- 
portant to the elderly throughout the United States. Many elderly 
nationwide have mcyor health problems that require special care 
and attention. This is especially true for the Indian elderly. 

Currently, there are about 18,000 Navajo elderly 60 years of age 
and older. Of these elderly, the Navajo Tribe Aging Department 
reaches about 6,000 individuals. This leaves about 11,000 elderly in- 
dividuals throughout the Navajo Nation not receiving services in- 
cluding health and nutrition services. 

To prevent disease and health problems from occurring, we, the 
elderly of the Navajo Tribe, support S. 400. We also feel that to 
promote better health among the elderly, a national Indian aging 
policy is needed. 

Many Federal agencies have service programs or funds directed 
to the health and well-being of the Indian elderly. However, these 
agencies are not guided by a national Indian aging policy. 

We sincerely feel that such a policy would coordinate Federal 
funds, improve service, and allow to Indian elderly a healthy and 
happy life. 

We call on your support as a committee of Congress for the es- 
tablishment of such a policy. In addition to these concerns I have 
mentioned, there are seven areas of concern that the Navsgo aging 
staff and the Navajo Nation Council on Aging have identified. 
These concerns are provided in writing to the committee. 

We feel that these seven areas need to be addressed by Congress 
to promote better health of the elderly, also, in conclusion, I want 
to stress that the needs of the Navcyo elderly are great, but we can 
work together through legislation and policy development to attain 
better health care for all Indian elderly. 

Carry this message back to Congress and join us in the Navajo 
blossing and prayer for the preservation of harmony, beauty, and 
health. 

Fm going to say this in the Navajo words. 
[Mr. Cody speaking in Navajo.] 
Mr. Cody. Thank you. 

[Mr. Cody's prepared statement, on behalf of the Navajo Nation 
Council on Aging, with attachment, follows:] 
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June 1, 1985 
Testimony of; 
Kenneth Cody, Representing the Navajo Nation 
Council on Aging, Navajo Aging Services Department 
The Navajo Nation 

My Name is Kenneth Cody. I the President of the Navajo Nation Council on Aging. 
The Navajo Nation Council on Aging has selected me to testify about their concerns 
as related to Senate Bill 400. 

First, I would like to thank Senator Jeff Bingaman and the Comnittee for allowing 
the Navajo elderly the opportunity to speak about their concerns today. 

The promotion of good health and disease prevention is very important to the elderly 
throughout the United States. Many elderly nationwide have major health problems 
that require additional care and attention. This is especially true for the Indian 
elderly. 

Currently, there are about 18,000 Navajo elderly 60 years of age and older. Of 
these elderly, the Navajo Tribe's Aging Department reaches about 6,000 individuals. 
This leaves about 11,000 elderly individuals throughout the Navajo Nation not receiving 
services, including health and nutrition services. To promote better health, and to 
prevent disease and health problems from occurring, we, the Mderly of the Navajo 
Tribe, support Senate Bill 400. 
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We also feel that to promote better health among the elderly, a national Indian aging 
policy Is needed. Many federal agencies have services, programs, or funds directed 
to the health andwelVbeIng of the Indian elderly. However, these agencies are not 
guided by a National Indian Aging Policy. We sincerely feel that such a policy would 
coordinate federal funds. Improve services, and allow the Indian elderly a healthy 
and happy life. 

We ask for your support as a conmlttee of Congress for the establishment of such a 
policy. 

In addition to these concerns I have mentioned, there are seven (7) areas of concern 
that the Navajo Aging Staff and the Navajo Nation Council on Aging have identified. 

These concerns are provided in writing to the Committee. We feel that these seven 
areas need to be addressed by Congress to promote better health of the elderly also. 

In conclusion, I want to stress that the needs of the Navajo elderly are great, but 
we can work together through legislation and policy development, to attain better 
health care for all Indian elderly. Thank You. 
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Testimony of Navajo Nntion Aging Service Departp;ent 
on Sen ate Bill 4 UP 
June I, 1985 — 

Title VI of the Revised Older Americanos Act of 1978 ^^s established bv 
the Congress of the Ifnited States to allow tor direct funding to recognized 
Indian Tribes. Currently, a federal appropriation of aoproximately 7 2 
mllion dollars for over 250 eligible Indian Tribes is far less than necessarv 
to effectively implement the provisions and intent of Title VI. A minimum 
appropriation level of 25 million dollars for all eligible Indian Tribes must 
be supported to ensure the Older American's Act will positively impact on 
Indian elderly throughout the United States. 

(A) Due to regulatory requirements, Title VI and Title III of the Revised 
Older American's Act of 1978 cannot be combined to se rve elcerlv rnpnr<» l in 
same remote service areas of the Navajo Nation. The Navaio Aging Services 
DepartUTcnt has been officially recognized as a Tri -State .Are= '.^ge.-^cv on Asine 
ana although Title VI and Title III funds are received^ these 'funds 
inplemented separately for the same service pooulation are not sufficient to 
meet the many various needs of the elderly. Within Indian nations, it would 
be much more effective to combine allocated funds from the same source to 
maximize service delivery to affected Navajo elderlv. 



\ A National I ndian Aging Policy u^s to be developed by the .Administration 
Aging in late lya*:, as committed by the fomer Commissioner on .Agir^, Dr 
Tnie IJarie Toliver. Ho\>«2Ver, to date, a national policv has not been 



(2) 
on 

Lenni ^ _ ^ _ i^t-,, 

developed. Currently over 50 Indian Tribes ha v7 united trdevel(^"a'drafrof 
a proposed National Indian Aging Policy, since the Administration' on Agin<^ is 
not moving on the oolicy. This draft policy, which will be oresented to°the 
Congress of the United States in the spring of 1985 is necessan' to en«=ure 
that the 'safety net" of services to the Indian elderly is maintained and 
strengthened in oraer to preserve and protect generations of traditional 
Indian elderly and fulfill trust responsibility provisions of the federal 
government. Many Indian elderly have been neelected in the Preservation 
the "sarety net" guaranteed by the President of senior citizens of the United 
States. 

Public Uw 05-531 . the Navajo Hopi Relocation Act, has caused great 
physical ana mental anxiety and stress for both the iNavajo and Kopi elderlv. 
Funds and services need to be developed immediately to ensure the Indian 
elderly affected by this law are safeeuardec during the discussions and 
decisions between the Tribes and the federal eoverrnnent. These funds and 
services are needed in all lands occupied b\- both tribes, as \vell as new lands 
acquired for potential relocatees. 

(4) Navajo elderly related programs continue to be effective, but limited 
funding nas prevented the programs from reaching the mininum service levels 
necessary to guarantee basic human services including food, shelter, 
transportation, health care, and economic securit^•. There are aoproximateiv 
ISytm :Vavaio elderly, age 60 years and over located across the 25,000 square 
miles of the Navajo Nation, current services iiroact about 6,000 elderly 
N'avajos. 
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(A) Elderly volunteer and employment programs have been widely accepted <nd 
supported by the Navajo Tribe. Currently, only Region IX (San Franciso) pro- 
vides federal funding for the Navajo Nation's Foster Grandparent Program, while 
Region IV (New Mexico) and Region VIII (Utah) do not provide federal funding to 
geographic service areas and populations of the Navajo Nation within their 
jurisdiction. Navajo elderly living in New Mexico «nd Utah are counted in periodic 
census surveys, which In turn, is the basis for many federal allocations, yet 
these funds allocated by Congress are not directed toward these service populations 
of needy Navajo elderly. 

(5) Public Law 93-63B . the Indian Self-Oetermination and Education Assistance 
Act, is not being properly implemented by various sectors of the Bureau of 

Indian Affairs. For example, through the mandates of Public Law 93-638, the Navajo 
Tribe, exercising their sovereignity and government-to-government relationship 
with the United States, formally established a Navajo Nation eligibility criteria 
for elderly individuals through the recognized Navajo Tribal Council formally established 
Health and Human Services Comnittee. However, the Bureas continues to not re- 
cognized this formal tribal action, although provisions of Public Law 93-638 
clearly allow tribal governments to authority to establish tribal criteria and 
policy to serve needy elderly in a responsive, humane way, while simultaneously 
conforming with the law. 

(A) Public Law 93-638 distinguishes between financial assistance and service only. 
BIA has confused receipt of financial assistance with receipt of services. The 
Navajo elderly are not receiving financial assistance, but much needed services 
through Public Law 93-638 funds. Therefore, eligibility levels for services under 
Public Law 93-638 must be consistent with "the deficit between resources and 
money amounts necessary to meet the cost of basic items and or special items as 
established pursuant to the Social Security Act by the ...state in which the 
applicant resides" (25 CFR). -This misinterpretation of the law (financial assistance 
as compared to service only) is adversely affecting hundreds of Navajo elderly who 
are not asking for welfare payments, but are simply asking for a service through 
Public Law 93-638. 

(B) The Navajo Tribe has worked cooperatively with ACTION, the Federal Volunteer 
Agency, to draft a memorandum of agreement that would allow both ACTION funds and 
Public Law 93-638 funds to be used in combination for Senior Companion in-home care 
services. Such use of federal funds is in conformance with regulations contained 
in both 25 CFR and 45 CFR, as exemplified in 25 CFR 271.54. However, although 
ACTION is responsive and supportive of this interagency memorandum of agreement , 
the BIA has continued to withhold commitment to such an angreement, although legal 
mandates clearly allow coordination of federal runds fo maximum delivery of services 
to eligible clients. 

(6) Elderly Navajo Veterans who served their country in good faith do not have 
established direct services for their many needs on the Navajo Nation. Veterans 
must travel long distances to receive beneifits guaranteed by the federal government. 
Many veterans do not have the economic resources and transportation needed to seek 
assistance they have legitimately earned through loyal and dedicated service to their 
country. Establishment of a home for elderly veterans on the Navajo Nation is a 
definite priority need that must be supported by all federal agencies responsible 
through a proper allocation of funds, and respect for veterans who served. 

(7) Aging funds intended for Indian elderly go through several layers of 
bureaucracy, regional, state, and county, before getting to the target 
population. This results in administrative cost taking priority away from 
direct services, ultimately resulting in less services to the elderly, vs-hile 
simultaneously sustaining the • bureaucracy . Establishment of an Indian Desk 
\yithin the Administration on Aging and vsithin the Office of Management and 
Budget to receive aging funds, and target such funds to service populations 
THROUGH DIRECT FUNDING to recognized ^Indian Tribes , has been continually 
requested by Tribes' throughout the Southwest. This request was made at a 
Congressional hearing conducted by the Coirenittee on Interior and Insular 
Affairs in May, 1984 at Tucson, Arizona. Such a mechanism within Q*(B and the 
Administration on Aging would allow direct funding while simultaneously 
ensuring accountability and delivery of basic services to the Indian elderly. 
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Senator Bingaman. Thank you very much. Michael, did you 
want to testify here? We're anxious to hear your testimony. 

STATEMENT OF MICHAEL LINCOLN, DIRECTOR. NAV.UO AREA 
INDIAN HEALTH SERVICES, WINDOW ROCK, AZ 

Mr. Lincoln. I will be brief Senator Bingaman, Senator DeCon- 
cini. Congressman Richardson, I would like to point out, just to 
supplement the testimony given by the Navcgo Tribe and Ms. Le- 
valdo, it is a httle bit unusual for an Indian Health Service em- 
ployee to be part of a tribal panel, and Tm appreciative of the com- 
mittee's efforts to allow me to do so. And, also, I am appreciative of 
the Department's willingness to allow me to be part of this panel. 

I think the critical part of the information that is provided both 
within the Indian Health Service testimony for the Nav^o area, 
which is part of Mr. Ivey's presentation this afternoon, and the 
Navajo Tribe's testimony, is the changing patterns in diseases that 
we're seeing on Navajo. 

Indeed, in 1960, over 40 percent of all deaths to Navajos were the 
infants under the age of 1. In 1980, 8 percent of deaths are to in- 
fants under the age of 1. The national average is 2 percent, so 
we're still four times the national average. 

The changes in mortality patterns for the same period of time 
are as follows: In 1960, the leading cause of death to Navajos was 
accidents. That, indeed, has not changed in 1980. 

Second leading cause of death was influenza, accounting for 12 
percent of all deaths. The third leading cause of death were dis- 
eases of early infancy. 

The fourth leading cause of death were gastritis and other dis- 
eases like this, which are infectious diseases. 

The fifth leading cause of death were diseases of the heart. This 
was in 1960. 

In 1980, the leading cause of deaths remains accidents. The 
second leading cause of death is other accidents; automobile acci- 
dents being the first leading cause of death and then other acci- 
dents. This accounts for in excess of 31 percent of all deaths on 
Navajo in 1980. 

The third leading cause of death is now heart disease. The fourth 
leading cause of death is cancer. The fifth leading cause of death 
are deaths that are ill-defined, which is a catchall category. 

The point that I wish to make is and to reinforce what Ms. Le- 
yaldo has said, is that those changes in mortality and like changes 
in morbidity patterns have moved from the infectious, communica- 
ble diseases to chronic diseases. 

However, there is still a significant workload in the Navajo area 
associated with infectious and communicable diseases. 

Now, our clinics are still busy seeing kids that have influenza 
and pneumonia and other similar t5npes of diseases. 

I would like to point out that there is an equally significant 
factor that is not included in the data that I just mentioned, and 
that is the population distribution of Navajo, and I believe, of 
Indian country. 

On Navajo, over 50 percent of our population of 161,000 people is 
under the age of 17 years. What that means is that there are 
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80,000 young Navajo people that are going to exhibit behaviors 
that are going to drive the health service that we're currently pro- 
viding. 

Some of these behaviors are going to be obviously related to auto- 
mobile accidents. We anticipate that automobile accidents is going 
to remain very high and that we must start intervening at an early 
stage in this tragedy. 

Also, that, indeed, on Navajo last year, there were 4,300 births. 
Throughout the Indian Health Service, there were approximately 
5,500 births of Navajo babies for the entire year. 

An active maternal and child health program that has the pre- 
ventive health component that is embodied in your piece of pro- 
posed legislation will be absolutely critical in improving the health 
status of Navajos down the road and over the next 20 or 40 years. 

I would like to point out that in our testimony that is included in 
Mr. Ivey*s statement to you that we have identified what we con- 
sider to be a minimal preventive health effort for the Navajo area. 
It is broken out by age group, under 4 years; the middle teens; and 
then major problems for the elderly. The 25- to 65-year-old group in 
terms of diabetes, hypertension, specific efforts that the Navajo 
area will undertake for the over 55-year-old group especially re- 
garding immunizations for influenza, pneumonia, and other types 
of diseases. 

In conclusion, what I would like to emphasize that I think is a 
critical part of S. 400 is the aspect of a partnership that needs to be 
developed. This partnership on Navajo has started between the 
Navajo Tribe, its various divisions, and in particular, its division of 
health and the Navajo area. 

But there are also other providers of health care on the reserva- 
tion that need to be included in this partnership. In addition, cer- 
tainly, the State health departments, since they are very active 
through the Block Grant Program in disease prevention, somehow 
have to be brought in and made a partner if we are really to ad- 
dress some of the health problems, from a preventive stance, on 
Navajo. 

We hope that that part of your bill is further emphasized, and 
we think that there will be a significant payoff in the future. 
Thank you. 

Senator Bingaman. Thank you very much. Senator DeConcini, 
do you have some questions? 

Senator DeConcini. Mr. Chairman, thank you, I do have. In your 
testiniony, you speak of a need for a policy which supports the ap- 
plication of prevention and promotion standards established by the 
Government to the health status of native Americans. 

Are the standards to which you*re referring to — maybe you can 
respond to this — are the standards that you refer to already set, or 
would they need to be proposed and adopted, and do you have any 
suggestions as to what standards that you could give us, perhaps, 
later if you don*t have them right there? 

Ms. Levaldo. As far as policies, the division of health of the 
Navajo Tribe, this past IV2 years, has been developing policies 
within the tribe itself on the types of issues that we want to see as 
priorities. 
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P'*0"^o<^ion and disease prevention is one of our top 
priorities. We have named it as a priority, and it has been validat- 
ed through our own tribal committees. But on a nationwide basis, I 
do believe that this is one of the first nationwide efforts as far as 
really getting into the health promotion and disease orevention 
arena. ^ 

Senator DeConcini. And standards? 
Ms. Levaux). And standards, also. 

Senator DeConcini. Have you developed any standards yourself 
that you might submit to us as some idea of what someone who has 
been involved in it might consider for standards? I'd like to see 
what they might be if you have developed any, if you have them. 

Ms. Levaldo. We are just now working on them. We are trying 
to standardize many of our activities within the division. We can 
submit what we have to you at a later date. 

Senator DeConcini. Fine, thank you. Thank you. 

Senator Bingaman. Congressman Richardson, do you have some 
questions? 

Representative Richardson. Thank you. Senator. I have one 
question and just one brief statement to make. S. 400, Senator 
Wingaman s bill, has 14 objectives, 5 in the area of health promo- 
tion, and 9 in the area , of disease prevention. And I am going to ask 
you a very tough question because it's mostly going to be a ques- 
availSility ^ P'"io'"i<^ies based on budgetary needs and budgetary 

And I know Mr. Lincoln mentioned the tremendous tragedies in 
many of these areas and the importance of focusing on where the 
critical needs are. But I'm just going to read these to you, and, per- 
haps, if you had three of these to give the utmost priority to in the 
areas oj health promotion and disease prevention, if you could tell 
us, 1 think that would be extremely useful. 

In health promotion, the five would be cessation of tobacco smok- 
ing; two, reduction in the misuse of alcohol and drugs; three im- 
provement of nutrition; four, improvement in physical fitness; five, 
control of stress. i- j , , 

In the disease prevention area the first would be immunization, 
two would be control of high blood pressure, three would be control 
ot sexually transmittable diseases, four would be family planning, 
live would be pregnancy and infant care, six would be control of 
toxic agents, seven would be occupational safety and health, eight 
would be control of accidental injuries and nine, clorination of 
water. 

And I guess my question is, if you had three of those to focus 
most ot our attention on, given the budgetary limits that we have, 
and I m relating to the Navajo Nation right now because we do 
have representatives in yourselves, which would those three be in 
your judgment? 

And I will give you page 2 of Senator Bingaman's bill. 

Ms. Levaux). I would have to say alcohol is the top priority Ac- 
cidents, also, are another priority, primarily motor vehicle acci- 
dents. But the majority of the problems on the Navajo are related 
to alcohol, as accidents, disease, family problems, and behavioral 
health problems. 
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Also, nutrition would be another area of priority. We do have, 
within the division of health, a major department, the food and nu- 
trition department, under which we have a Community Nutrition 
Education Program which has, as its primary goal, to educate the 
Navajo people on nutrition. 

This is because over the years our diet has changed. There are 
many new types of foods, and in a lot of ways, we have to kind of 
go back to the old Navajo ways as far as eating the more healthy 
foods from plants and the things that we grow as opposed to proc- 
essed fast food. 

There is also a great need to focus on control of stress. So I 
would say that that is also a major priority, which is also related to 
the misuse of alcohol and drugs. 

We do have programs within the Navajo that do address many of 
the other areas, as family planning, sexually transmitted disease, 
and CHR's do focus on high blood pressure. 

So as for major areas, I would say these would be alcohol, nutri- 
tion, and control of stress. The others on the panel can also react. 

Representative Richardson. I just want to capsulize what you 
said and commend you because I agree with you 100 percent, espe- 
cially alcoholism, which I think is the biggest killer of them all 
among the Navajo people. 

I have a statistic that my staff provided me with that 62 percent 
of all deaths in the Navajo Nation are alcoholism-related. And in 
this connection, I want to ask for your support and this communi- 
ty's support for an initiative in a House bill that would provide for 
a $1.2 million demonstration project right here in the Gallup area 
at the Rehoboth-McKinley Facilities Friendship Hospital, a cooper- 
ative effort between the IHS and the Navajo Tribe and some of the 
local community that would deal exactly with Senator Bingaman's 
approach, the preventive aspect of alcoholism, residential services, 
many rehabilitation approaches, new approaches that are being 
tried in alcoholism, because I think, quite frankly, in this area that 
is so critical, we have all failed. 

And I think it's going to take a community effort to try some 
new approaches, and I think this is why Senator Bingaman's bill is 
so important. 

That provision in the House bill has passed both House commit- 
tees. I take occasion here to lobby my colleagues in the Senate so 
we get that in the Senate, too. 

But I think it is a new initiative, a good initiative, and I appreci- 
ate the cooperation that we have received from your office and 
your recognition of the three most important needs. And I am so 
delighted that you've narrowed it down to that way. And from our 
part, I know we will do everjrthing we can. But the credit should be 
to my colleague from New Mexico, Jeff Bingaman, for, in a major 
policy statement, focusing on what the objectives of health care of 
the Indian nations would be. Thank you. 

Senator Bingaman. Thank you very much. Let me just ask a 
question, and then we'll go on to the next panel. 

Your testimony, Michael, particularly yours, has concentrated on 
the statistics demonstrating how much of the Navajo population is 
very young. 
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And the issue of health care in the future is so dependent upon 
the habits and knowledge that this young population receives early 
on. Later we're going to be having a panel on education and the 
part that education in the elementary schools and secondary 
schools can play in promoting health habits. Is that something that 
you think the Indian Health Service or the Navajo Nation neids to 
take a stronger part in? Is that something where we're completely 
dropping the ball? 

I guess my impression is that is an area where we are completely 
dropping the ball, let me say that. And if you disagree, I would be 
interested in hearing it. 

Mr. Lincoln. I certainly don't disagree. I believe that one of 
those partners that we haven't developed to the extent that we 
should has to be the local school systems. 

And I hope that what I say isn t misinterpreted, but we do have 
a captive audience. We have a group of people that are at high risk 
for a number of problems, and they are school age people. 

In part of our testimony that is included in Mr. Ivey's document, 
the Indian Health Service document, we identify that relationships 
should be developed with the various school systems and the school 
boards especially in health education with a health education em- 
phasis for motor vehicle accidents for some— just some general 
awareness and good solid health education on alcoholism, nutri- 
tion, as it relates to obesity. 

And I will read a specific statement. Up to 65 years of age, we 
believe obesity is going to be one of the m£yor contributors to sig- 
nificant health problems for Navajos in the future. It is a little 
ironic that I would be the one talking about this. And I'm going to 
have to do something about this, also. 

But nutrition education and exercise program need to be devel- 
oped to reduce hypertension and other cardiovascular complica- 
tions for this age group and for this problem. And we believe, as 
the statement says, that we are going to have to work with school 
boards, we are going to have to work with teachers, we're going to 
have to develop a reservation-wide strategy and program specifical- 
ly focused at young people. 

Not that we are trying to ignore the other age groups, it is just 
that those behaviors need to be developed early. They need to be 
sustained over a long period of time, and we think if the preventive 
health efforts will be focused on the younger group, we may pre- 
vent some of the problems and sequelae that affect people at a 
later stage. 

Senator Bingaman. OK. Thank you very much, and I appreciate 
the testimony from all of the members of this panel. We are at the 
end of the first panel and already running behind, so why don't we 
go right ahead. 

The next panel— we're going to really combine a couple of the 
panels we intended here. Gilbert Pena, who is the chairman of the 
All Indian Pueblo Council in Albuquerque, is going to head this off. 
And other members are Alvino Lucero, governor of the Isleta Pueb- 
los; Anthony Yepa, who is the health services administrator for the 
Five Sandoval Pueblos; Frances Chavez, chairperson of the health 
advisory committee of the Sandia Pueblo; Tom Lujan, who is the 
substance abuse inpatient treatment and prevention project chair 
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with the Eight Northern Indian Pueblo Council; Bruce Leonard of 
Zuni; and Larry Curley of Laguna. 

If all of you could come up, please, and take a chair. We'll have 
to just pass the microphones around. 

Now, Gilbert, we would appreciate it if you would start off. And 
as I indicated, we're already running behind. If you could do what- 
ever possible to summarize the testimony as you go through it, that 
would be a great help to us, and we'll still have some time for ques- 
tions from the Congressman and the Senator. 

STATEMENT OF GILBERT PENA, CHAIRMAN, ALL INDIAN PUEBLO 
COUNCIL, ALBUQUERQUE, NM 

Mr. Pena. Thank you. Senator Bingaman. Senator DeConcini, 
Congressman Richardson, it is good to see all of you here again 
today. And, Mr. Chsurman, thank you for giving this opportunity to 
appear before the Senate Select Committee of Indian Affairs to tes- 
tify for the great need for wellness programs on our various reser- 
vations. 

S. 400, the Indian Health Promotion and Disease Prevention Act 
of 1985, introduced by Senator Bingaman restates the position that 
our leaders have been very adamant about for years. 

May I profess that while primary health care is certainly a criti- 
cal element in maintaining Indian health, so, also, is the need for — 
the need to develop and continue prevention programs which relate 
directly to the long-term wellness of our people. 

Senator and Mr. Chairman, I think one of the most important 
things that has always been a high priority for us, and it is a pro- 
gram that is continuously, on a year-to-year basis, being phased out 
or proposed to be phased out or proposed to be phased out, and that 
is a CHR Program. 

In almost every pueblo that I know of, the CHR's or the repre- 
sentatives in those programs are the first responders in emergency 
situations. They provide health care to the elderly in their respec- 
tive homes. And I think they take on a variety of various pro- 
grams. 

And what I would like to recommend to the committee is that 
the CHR Program be continually funded if not become a perma- 
nent part, of Indian Health Service authorization and appropria- 
tions. And in many cases, the CHR are — on the one end, they pro- 
vide the type of care that I just mentioned. And in many cases, 
they are also the coordinators for rabies vaccination clinics in our 
respective reservations, so I think that it's important that we take 
a very strong look at the program and the effect that it has had on 
our various reservations. 

That is, of course, a very high priority in the area of prevention. 
Alcoholism is another one. I think there is no doubt, and it's no 
secret that that is, perhaps, one of the greatest killers in our re- 
spective reservations, Mr. Chairman. 

With that, I would like to, perhaps, you know, just turn it over to 
the Governor and the rest of the representatives here who work di- 
rectly with the various health programs and let them go over some 
of their concerns because they work directly with the programs 
themselves. Thank you, sir. 

[Mr. Pena's prepared statement follows:] 
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STATEMENT BY GILBERT PENA, CHAIRMAN 



ALL INDIAN PUEBLO COUNCIL 



S. 400 INDIAN HEALTH PROMOTION AND DISEASE PREVENTION ACT OF 



1985 



SENATE SELECT COMMITTEE ON INDIAN AFFAIRS 
JUNE 01, 1985 



MR. CHAIRMAN, thank you for giving me the opportunity to appear before 
the Senate Select Committee on Indian Affairs to testify to the great need for 
"wellness" programs within our pueblo communities and the tremendous Impact 
which prevention programs have had in our area. 

S. 400 the Indian Health Promotion and Disease Prevention Act of 1985 
introduced by Senator Jeff Bingaman restates the position that our leaders 
have betn very adamant about for yea^s. They have professed that while 
primary health care is certainly a critical element in maintaining Indian 
health, so also is the need to develop and continue prevention programs 
which relate directly to the long-tern "wellness" of our people. With me 
today are a panel of Governors and program directors who are well prepared 
to relate to the committee the very special need for prevention activities in 
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our communities. These people and their efforts represent a commitment to 
improving the quality of life for our Indian people, 

I would like to address a number of areas today for your consideration. 
The common thread tying all of the prevention efforts together is the fact 
that prevention programs are a priority that must not be targeted for cutback 
nor elimination year after year. My intention, therefore, is to; 

1. Underscore to the committee the importance which the pueblo people 
place on the valuable services provided by the COMMUNITY 
HEALTH REPRESENTATIVE Programs. 



2. State the need for ACCIDENT PREVENTION PROGRAMS in out 
communities. 



3. Encourage the committee to continue funding the current efforts and 
promote PREVENTION AS AN IHS PRIORITY. 



4. Introduce a number of OUTSTANDING PREVENTION PROGRAMS that 
service our area which we really cannot afford to lose. 

1. COMMUNITY HEALTH REPRESENTATIVE AND EMERGENCY MEDICAL 
SERVICES 

The vast geographical areas, the rural nature of most Indian 
communities, and the inaccessibility of manv existing and centrally 
located I.H.S. clinics and hospitals, have all contributed to the viability 
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and importance of the CHR and EMS programs. The discontinuation of 
such services, would constitute a severe blow to the Indian communities' 
ability to provide preventive emergency, outreach and home-health care. 

Since the CHR Program has been in existence, they have provided an 
enormous amount of Health Care Delivery. 

Home Visits : The CHR's through home visits were able to bring out 
those elderly who have not been to a doctor in years. Currently home 
visits are made to those recently discharged from the hospital new 
mothers, those with chronic illness, such as Hypertension, to check 
their blood pressure. Diabetes, etc. 

Health Education : Health Education programs are provided to the 
community members to increase awareness for preventive and health 
promotion measures,. The CHR's work with staff from the PHS, the 
State and other resource agencies. 

Topic?: oresented to the tribal members are dental, hypertension, 
diabetes, wellness, MCH, health screening, safety programs, growth & 
development, etc. 

Public He alth Nursing : The CHR's work closely with the Community 
Health Nurse in making home visits. Referrals are made to PHN if 
necessary for those who need further evaluation, screening, follow-up 
care, education and interpretation If needed. 
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Dental & Optometry : The CHR Program provides services In the area of 
Dental & Optometry. Appointments are made for those In need, eye 
gtasses adjustments are done and provide dental maintenance upkeep on 
a quarterly basis. 

Immunization ; A minl-cllnic for Immunization Is held quarterly to update 
immunization from Infant to preschool. Currently the chilo'rcn are all 
up'to-date with their shots. 

Elderly ; Home visits are made to the elderly to monitor their medication, 
provide bedside care when needed , follow-up care upon discharge form 
hospital, take vital signs when necessary. 

Assist the elderly with msdicaid/medicare program. 

Upon hospital visits to elderly, the CHR's assists the hospital staff for 
interpretation and translation. 

For prevention and health maintenance, educational session are provided, 
such as exercising conductive to the elderly to participate in the Senior 
Citizens Nutrition Program. 

ACCIDENT PREVENTION PROGRAMS 

A survey of data supplied by both the Indian Health Service and the 
State of New Mexico Indicates that unintentional injuries, which occur In 
the seemingly safe confines in and around the pueblo communities. 
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account for a significant rise In the rates of death and disability. A 
recent publication entitled "The Injury Fact Book" claims that Injury 
rates a*T)ong the Native American population both in New Mexico and in 
the country are the highest for any racial or ethnic group In the 
country. Further evidence of this comes from the New Mexico Vital 
Statistics Report which states that death from accidents is higher than 
expected for all ethnic groups in the State. The level for the Indian 
population Is almost four times the national average and this further 
accounts for about 25% of Indian deaths. 

The most obvious and victous threat to the lives and well-being of our 
pueblo people is the damage brought on by alcoholism related 
destruction. Alcohol Is a contributing factor In most of the motor 
vehicle accidents In our communities. Many of the costly hospital 
admissions are in some way connected with alcohol abuse. 

However, in terms of the substantial cost of primary care and the strain 
on this nation's budget, economic cost is really nothing compared to the 
social cost to the Tribe. An extremely important part of Indian culture 
and tradition lies in the sharing of experience and wisdom between the 
elders and th* young people. Given the tragic rates of accidents and 
death among the younger age groups it is easy to see how the social 
order is severely impacted. Many promising young Indian leaders are 
now a part of the statistics. 

There are currently several prevention activities in our communities 
which have direct impact on improving motor vehicle related Injury. 
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Both the Indian Health Service and the State have worked with tribes In 
establishing Infant Car Seat leaner programs. This combined with more 
aggressive seat held campaigns will enhance passenger safety. However, 
efforts need to be further directed to the unique needs of each pueblo. 
We need to develop prevention activities which deal with the pick-up 
truck as a form of transportation, iviost pueblo families own a pick-up 
and current prevention Information deal with front seat and back seat 
safety . 

3. Promote PREVENTION AS AN IHS PRIORITY 

The major aspects of S. 400 are worthy of note: 

1. Develop National Policy for Health Promotion within IHS. 

2. Develop Comprehensive and long term plan of tribal and national 
health promotion and disease prevention goals. 

3. Upgrade and improve the CHR program as the main vehicle for 
disease prevention services. 

4. Promote demonstration projects which provide solid evidence of the 
effectiveness of prevention activities. 

The I.H.S. in general and the Area Office in particular have formally stated 
their intention of emphasizing prevention activities as a matter of practice. A 
number of departments have followed this lead and have incorporated projects 
toward this end. However, when push comes to shove, prevention activities 
seem to be the first to go. A national policy for health promotion must be 
backed by commitment. The example of the CHR program is Important. 
Every year it takes an outcry of the people to reinstate the CHR program 
prevention programs are first the chopping block even though prevention 
programs a proclaimed a priority. We want to see these programs as a basic 
and stable part of health services to our Indian people. 
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Senator Bingaman. Thank you. Governor, we are looking for- 
ward to your testimony. 

STATEMENT OF HON. ALVINO LUCERO, GOVERNOR, ISLETA 
PUEBLO, ISLETA, NM, ACCOMPANIED BY JOSEPHINE JARA- 
MILLO, COMMUNITY HEALTH REPRESENTATIVE DIRECTOR 
Governor LucERO. Thank you very much. Senator Bingaman, 
benator DeConcmi, and Congressman Richardson. I thank you very 
much for giving me the opportunity to testify before the Senate 
Committee on Indian Affairs in support of Indian health care of 
1985. 

I would also like to introduce Mrs. Josephine Jaramillo, who is 
the community health representative director of Isleta Pueblo. 

I wish to commend you and thank you for your concern for the 
health promotion and disease prevention. For too many years, the 
Indian people have been receiving health care designed to care or 
treat sickness rather than to prevent sickness. 

It is time to change the focus of health care from treatment to 
prevention. Isleta Community Health Representative, a preventa- 
tive health program, offers more promise than any other approach 
to slow runaway cost increase in health care. 

If the administration plans to eliminate the Community Health 
Representative Program, the long-term result will be increased 
costs for individual families and ultimately the Federal Govern- 
ment. 

Mr. Chairman and members of the committee, as governor of 
Isleta Pueblo, along with Isleta Tribal Council, we fully support S. 
400 as we can see the many benefits that will be realized by the 
Indian people. 

Unless we educate our Indian people of the many diseases that 
attribute to death, the Indian people will always have a higher 
death rate than the national average of non-Indians. 

S. 400 addresses all of the high-risk diseases and preventative- 
type measures, and we are fully supportive of S. 400. 

The community health representatives are knowledgeable in 
their physical assessment skills during home visits. They provide 
the only local emergency technician ambulance service, interpret 
imormation m the particular Indian language, teach a wide variety 
of preventative health care— health programs. 

They assist in school health screening, provide certain ideology 
and optometry services. Yet funding for the Community Health 
Kepresentatiye Program has been eliminated. 

With elimination of the Community Health Representative Pro- 
gram, thousands of services will no longer be available. The com- 
munity health representatives are the key people to work with el- 
derly people in schools, in clinics, in homes and hospitals and pro- 
vide health education projects on health promotion and disease pre- 
vention to the Isleta community. 

One preventive health project is the Isleta Annual Health Fair 
Because of projects such as the Isleta Health Fair, the health 
knowledge and attitudes of Isleta people have changed This 
change is directly attributable to skills, knowledge and abilities of 
the community health representatives. 
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Since time is limited, only the highlights of October 1, 1984, 
through April 30, 1985, of the Community Health Representative 
Program will be presented at this time. However, the written docu- 
ments have been given to each of you to review at your discretion. 

With this, Mr. Chairman and Senator, we have prepared all the 
statistics, and we have written them down so that you and the 
committee can review them and will know and understand exactly 
what the CHR Program does, not only for the Pueblo Isleta, but for 
other respective communities, also. 

And as the chairman has indicated to you, the CHR Programs 
are the people that work directly with the people in these respec- 
tive pueblos. We provide the ambulance emergency care to them, 
the communities, talking to people and telling them of the many, 
many health facilities, health care available to them. 

And with this. Senator, we would again reiterate, as the chair- 
man has said to you this morning, that the CHR Program should 
be made a permanent part of the Indian Health Programs because 
if we were to lose this program, many of our people would not be 
able to be receiving health care, which, as we have said in our tes- 
timony, we are trying to educate our people in the preventive type 
of health care. 

And that's what we are trying to promote. And, again, alcohol- 
ism is another one of our main killers, and that's another program 
that we have in the Pueblo Isleta. And we certainly hope that that 
program will also continue. 

Thank you very much. Senator. 

[Governor Lucero's prepared statement follows. Text resumes on 
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I>R1:P/\RBD STA'IBIIiiYr OF GO\T:RKOR ALVINO LUCliRO OP ISLETA I'UHBI.O. 
ISLETA, NM, ON 

INDIAN HEALTH PROMOTION AND DISEASE PREVENTION 
TriE COMMUNITY HEALTH REPRESENTATIVE INVOLVEMENT 



DISCRIPTIVE DATA: 



The Pueblo of Jsleta Indian Reservation lies mainly in Bernalillo 
Cqunty, with a small portion in neighboring Valencia County. The 
main Pueblo of Isleta Village is located approximately fifteen 
miles south of dovmtown Albuquerque on the west bank of the Rio 
Grande . 

The center of all governmental and business functions are in the 
main village. In addition to the main village, several small 
farming communities lie on both sides of the Rio Grande, with 
the community of Chical, in the east side of the river, the most 
prominent. 

The Isleta Health Clinic is operated by the Albuquerque Area 
Indian Health Service and is under the direction of the Albuquerque 
Service Unit. The clinic serves tribal members and their depen- 
dents of the Islet*. ReservaXjion, plus a few other Indians who 
reside ^in communities north and south of the reservation. 

The Pueblo of Isleta has a current Tribal Population of 3,454 
people with 1,696 males and 1,7S« females. The population break- 
down by age group is shown. Table I: Population by age groups, 
Isleta 1984. /••*-» 

0-^ S-9 10-14 15*24 25-44 45-64 65+ 

322 268 311 760 995 461 219 

The majority of the Isleta Pueblo population resides on the reserva- 
tion, with approximately ten percent of the population living off 
the reservation. 

Of the total labor force of 1108, 50 percent are employed, mostly 
m Albuquerque. Although Isleta Pueblo is still largely a farming 
community, fewer tribal members are dependent on farming for their 
livelihood. Of the Tribal members employed, 75.5 percent have 
annual earnings of over $7,000. This largely due to the proximity 
of Isleta Pueblo to Albuquerque and the job market. 
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EDUCATION 

According to the 1980 U.S. Census figures, school enrollment at 
Isleta was as followi: 55.9 percent of 3 and 4 year olds were 
enrolled in nursery achool, 19.5 percent of 5 to 13 year olds 
enrolled in elementary school, <66.3 percent of those 14 to 18 
years of age were enrolled in hiih school, 14.1 percent of those 
16 to 19 years of age were not high school graduates and were 
not enrolled in school., Percentages of those enrolled in college 
is difficult to state because there is no clearly delineated age 

Sroup, 64,1 percent of those over; 25 years old have completed 
igh school «and 3.5 percent have completed four or more years of 
college, ■ 

School facilities on the reservation include a Keadstart and a 
Bureau of Indian Affairs Elementary for grades K-6. Parents have 
the option of enrolling their children in public schools in Los 
Lunas or Albuquerque or in private schools of their choice. 



MANAGEMENT SYSTEM 

The management of the Isleta Pueblo Community Health Representative 
Program Is identifiable in three intricate parts: 

1. Tribal 

The Pueblo of Isleta Tribal Council initiates and negotiates 
contractual proceedings. The Pueblo of Isleta Governor is 
authorized by the Constitution to sign off on all legal docu- 
ments. The intent of the Community Health Representative is 
to provide and promote health services reflecting the interests 
and well-being of the- Ivlreta people. 

2. Service Unit/Area Office 




The Albuquerque Service Unit Director has been delegated the 
authority to mbnitor, through the Indian Health Service Proiect 
Officer, the Community Health Representative contract on behalf 
of the Indian Health Service. To assure that the Community 
Health Representative Program is in compliance with contracted 
services and requirements, the Service Unit Director shall main- 
tain an awareness of all programmatic activities. The Indian 
Health Service Project Officer shall provide technical assistance 
in the area of program planning, program direction, and program 
coordination. 
3. Health Service Administration 

The Isleta Pueblo Community Health Representative Program is a 
part of the health service administration and consists of a 
Community Health Representative Supervisor and a SRcretary/Book- 
keeper which oversees the daily operation and administration of 
the Community Health Representative Program. 
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MORBIDITY RATES 

I??JS" cause! for obtaining ambulatory patient care it 

SiJ?Jh'ci"J2*\T' compiled for Isleta residents by the Indian 
liJted beloi Manaiement Offica. The rankinfs are 

Rank Clinical lapreision Number of Visits 

1 Respiratory Diseases 194$ 
Uppar Respiratory Infection 

Pkaryngitis 

2 Bndocrina, Nutritional, and i17a 
Metabolic 

Diabetes 
Obesity 



Bye Disease 

Refractive error 
Conjunctivitis 



1035 



Diseases of the Circulatory System io27 
Hypertension 

Congestive Health Failure 

Skin Diseases inni 

Impetigo 

Infected Wounds 



653 
692 
467 
398 
298 



6 Injuries 

7 Ear Diseases • 
• Pregnancy, and Childbirth 
9 Symptoms and 111 Defined Conditions 

10 Infectious and Parasitic 

Chronic Diseases 

There are several chronic diseases which affect the people of 
Isleta, although many are of Concern, just certain ones will 
be considered 

HEART DISEASE 

Heart disease at Isleta contributed 10.3 percent of the 
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HEART DISEASE . Cont'd 

total daaths occurring, but only one-half of one parcent of 
tha years of life lost due to early death. The rata for 
Isletans froii haart disease is lower than that for New Mexico 
and the Unitad States. The major risJc factor of Islotani for 
developing heart disease is obesity. The occurrance of this 
risk factor is vary low at Isleta. The only formal data on 
incidenca of smoking is from the health fair. None of the 
participants at tha haalth fair smoked and key informants 
nantionad that vary few Pueblo Indian in general smoka. 

HYPBRTENSION 

Hypartension is another problem related to obesityi diet 
and stress. It shows a high prevalence rate for Islatans 
but a rather low incidenca rate. This may indicate that 
once diagnosedi hypertensive patients tend to keep regular 
clinic appointmants for blood pressure and madication checks. 
One of the Coraiaunity Health Representatives is charged with 
providing early detection screenings at Islata. Other resi- 
dents ara likely to have their blood pressure checked when 
attending the clinic for other reasons. The major gap in 
providing sarvices for hypertensives at Isleta is in the area 
of prevention. 

CEREBROVASCULAR DISEASE 

Cerebrovascular disaase is also related to the risk factors 
of obesity, diat, and hypertension. It contributed to 3.4S 
parcent of the deaths at Isleta for 1981 and 19S3 combined. 
The mortality rate from CVD at Isleta was lower than for both 
New Maxico and' the United States. It accounted for 3.4 per- 
cent of the yaars ,lott dua to early death at Isleta. The 
Major health care gap for CVD at Isleta is prevention. 

ALCOHOLISM 

Alcoholism presents a complex problem for analysis with many 
components. It is difficult to gain an accurate estimate of 
the extent to which alcohcZl?« stxi^f at Isleta. Incidence 
and prevalence rates at the clinic are both low. The mortal- 
ity rate for chronic cirrhosis of the liver is probably hlghar 
than both New Maxico and the United States rates, although, 
it is hard to say because of the small number of deaths being 
studied. The proportion of Isleta 's deaths due to cirrhosis 
for 1981 and 1983 was 3. 45 percent. For New Mexico it was 
2.06 percent. It's contribution to years of life lost was 
3.4 parcent. But cirrhosis is only one manifestation of the 
problem -of alcoholism. 
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ALCOHOLISM , Cont'd 

Alcohollim ii almost certainly a risk factor for motor vehicle 
accidents, homicide, domeitic violence* and possibly suicide, 
Iftien considered in this* way, the potential magnitude of the 
problem is very treat. 

Risk factors for developing alcoholism include, coming from 
an alcoholic family and acculturat ive and other types of 
stress. 

The Islets Alcoholism Program provides maintenance services 
for those with s known problem who are willing to partici- 
P;te, Although they have evidenced willingness and the 
ability to provide preventive services, they are no longer 
able to do so because of funding source regulations. Another 
gao in services for alcoholism is the lack of faciliti*;s in 
which to place Isletans for detoxification and in-house re- 
habilitation. 



DIABETES 

It has been estimated that type II Diabetes may be present 
In as many as 53 percent of the adult population at Isleta, 
The proportion of deaths attributable to diabetes at Isleta 
is 3.45 percent and It contributed only 1.67 percent of the 
years of life lost due to early death. The prevalence rate 
based on number of visits show diabetes to be the second most 
frequent reason for visiting the clinic. However, the inci- 
dence rates are low. This Indicates that one gap Is provid- 
ing care to diabetics through early detection. It has been 
noted that the major factor Indicated In the etiology of 
diabetes among' Indians is obesity and thSt 55 percent of the 
diabetes present could be controlled through diet and exer- 
cise. Stress may be another contributing .factor therefore, 
diabetes may be considered amenable to prevention through 
proper nutrition, adequate exercise, and stress control 
measures. One aerobic program Is already In place for health 
promotion at Isleta through the Community Health Representa- 
tive. Program, This class is available for anyone Interested 
In control of obesity and better health, 

NEOPLASMS 

Even though neoplasms are ranked number 17, according to 
19S4 Incidence rates for Isleta residents. It remains a 
serious health problem for. this population. The PMR was 
20.9 compared to southern pueblos 16.1, and New Mexico, 
19. is. Mortality rates for malignant neoplasms were sig- 
nificantly lower in 1983 with Isleta's being 58,5, southern 
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NEOPLASMS, Cont'd 

pueblos 45.1S» New Mexico's 156. S» and the United States 
111.3. However, these mortality rates are inaccurate repre- 
sentations of the problem since they are taken only from one 
year, and that the number of deaths to the population base 
is so low. Takini a rante of years would establish more 
validity in the figures, and would prove more valuable in 
the figures, and would prove more valuable in interpretation. 

An interview with a staff person at New Mexico Tumor Regis- 
try provided some valuable data in interpreting incidence 
rates. ' Since nost of the incidence rates for cancer are dis- 
ignated as typ«5 of cancer such as the leukemias, multiple 
myaloma, and other non-tumor type cancers. Also, since both 
Hispanics and Native Americans in New Mexico have a low inci- 
dence and mortality rate for cancer; this brings the total 
New Mexico figures down considerably. Instead of comparing 
Isleta to all of New Mexico, it was recommended to compare 
to New Mexico anglos for all of the United States. 

The New Mexico Tumor Registry records all cancer incidences 
by incidence rates and mortality, breaking dovn the differ- 
ent types of cancers by age, sax, and race. 

From their statistics, it is shown that New Mexico Native 
Americans are at a lower risk for some types of cancer and 
higher for others-. It is also shown that Native Americans 
are catching up with Anglos in their incidence of cancet-t 
This has far-reaching implications for preventive measures 
and for further research into the reasons why this is happen- 
ing. 

/<ew Mexcio N'.ttive Americans according to a 1973-1977 study 
by the tumor registry, have lower incidence of lung, colon, 
and rectal cancer, however a much higher incidence of gall- 
bladder and st^^mach cancer. This could imply that dietary 
habits may be contributing to the increase of these diseases, 
however, more vesearch needs to be done. Lung cancer is re- 
duced since the Indian population has a much less incidence 
of cigarette smokinc In their population, as research has 
supported. New Mexico Indian females ara at 12 times tha 
risk for gallbladder cancer as New Mexico anglo females. 

According to this study, comparison of incidence rates of 
Isleta Pueblo (1983) of .434 for all ages to the New Mexico 
Anglo from (1973-19773 o£ .345, reveals a slightly higher 
incidence, however the difference is not significant statis- 
tically; it does show that the incidence rate at Isleta is 
kbout the same and not significantly lower from other popula- 
tions, as believed by many. The United States incidence rate 
according to the same study is .288. Again the years could 
make a difference. 
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NEOPLASMS . Cont'd 

The top four cancers of both female and nale New Mexico 
Native Americans and of male and female Anglo population 
was also taken from this report and are listed. 

Incidence rates /100,000 



New Mexico 


Native American/ l.R. 


N. 


M. Anglo/ l.R. 


Malt 


1. 


Prostata / 47.0 


1. 


Lung / 71.9 




2. 


Stomach / 30.9 


2. 


Prostate / 77. 




3. 


Lung / 10.8 


3. 


Colon / 31. 




4. 


Colon / 7.8 


4. 


Baldder / 26.2 


Eemale 


1. 


Gallbladder / 22.3 


1. 


Breast / 92.7 




2. 


Breast / 21.2 


2. 


Uterine / 28. 




3. 


Cervical / 19.9 


3. 


Lung / 24.6 




4. 


Pancreatic / 13.0 


4. 


Ovarian / 14.3 



These figures indicant a totally different focus on cancer 
and preventive measures for natives vs. non-Indians. 

This data indicates a need for improved wormen's health care, 
eg. - stressing PAP5' to reduce cervical cancer and self 
breast exams to reduce breast cancer. It alto indicates 
that possibly diet and obesity could be risk factors in the 
increase incidence of gallbladder cancer. More emphasis 
needs to be placed on nutrition and physical fitness. For 
men, it indicates more education on smoking and diet. 



FEMALE GENITALIA 

The 1983 age specific incidence rates for female genitalia 
rank #1 in the age 2S-44» #3 in ages 1S<24, and #4 in ages 
45-64. This data, along with the above data relating to in- 
creased risks of breast and cervical cancer; indicate more 
emphasis needs to be placed on women's health care. 

The PHS clinic does hold PAP clinics and OB-GYN clinics 
weekly, however, they are not staffed with a gynecologist 
or nurse practitioner. There is no women's health facility 
in the USPHS, Albuquerque Service Unit. Women can seo a 
gynecologist under contract care if referred appropriately. 
More emphftsis also needs to be placed on getting tne women 
in for their PAPs' on a routine basis. Health teaching re- 
lated to women's health needs could also be improved to re- 
duce the risk factors. 

A data collection was taken during the Isleta Health Fair on 
suggestions for Preventive Programs needed in Isltta, including 
the following; 

1. Family planning 
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2. Drug and alcohol abuse 

3. Dental hyiiene 

4. More exercise 

5. Crisis intervention 

6. Stress management 

7. Early detection of cancer 

8. Personal hygiene 

9. Safety harards 
10. Care of the aged 

II percent lelt the Indian Health Services were satisfactory 
Suggeations 'for inproveraent included primarily expanded clinic 
hours 47 percent were satisfied with contract health services. 
44 percent were not and suggested in general the need for more 
S6rvic^>a. 

It was felt that the survey provided a form of consensus reach- 
ing among the sample population about the needs of the community 
based on the desires of its residents. It is recognized however 
that the sample obtained does not represent the entire community. 

The problems of obesity, diabetes, heart disease* hypertension, 
and cerebrovascular disease can be analyzed as a complex of re* 
lated. diseases. The link is the major risk factor of obesity for 
•11 the others. 

The etiology of obesity among Indian populations probably lies 
in the high levels of refined carbohydrates consumed on a daily 
basis and in the frequency of celebrating which involves consuming 
high calorie meals. Other contributing factors are low levels of 
exerci»e and high stress levels which may contribute to overeating. 

From the assessment data it^is difficult to estimate the percentage 
of the population which is actually obese. 55 percent of those 
screened at the health fair were obese but only 29 were screened. 
The incidence and prevalence rates for obesity based on number of 
clinic visits are low indicating that if the actual extent of the 
problem is closer to the 55 percent obtained at the health fair, 
the people are not seeking medic&l attention for the problem. This 
indilcates that a gap in the existing health care system exits as 
far aa providing a solution for the problem of obesity. A community 
awareness and prevention focus is probably the most effective means 
of solving the problem. 

The Community Health Representative and Diabetes Team has goals 
of coordinating with WIC, Headstart, and the school system to 
identify overweight children* and for the Community Health Repre- 
sentative Program and Indian Health Service to develop resources 
to support improved nutrition and physical fitness for these chil- 
dren. Institution of programs to accomplish this goal would con- 
stitute a measure to reduce an identified health care gap for 
Isletans. 
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PRIORITIZATION OF PROBLEMS 



Bectusf the mtfinitude of life lost through motor vehicle 
accidents is great, motor vehicle accidents were chosen as 
a top priority for Isleta Pueblo. Years of lives lost for 
19$1 and 1985 were 201 yeari. or 36» of total years of lives 
lost from all problems. The majority of lives lost occured 
at the 15-24 year age range. By providing such as defensive 
driving pro2rams relating to automobile safety and driving 
such as defensive driving programs, etc., they may be able 
to increase community awareness of this monumental prol^'em. 
Increased awareness may increase "community readiness" to resolve 
th^'problem. 

Since this problem is so elobal, it may need to be approached 
through a higher legislative level. Tribal regulations and lavs 
could be instituted regarding automobile safety and driving, 
eg., mandrtion of drivers' education classes. 

Lack of recreational facilities and excess time of children 
vere prr^blems identified by community members according to key 
infci*mants and the community hoatlh survey. This identifies 
community ^Veadness" lar* these problems. These problems would 
also be very amenable to resolution if provided the resources. 
Since it would provide programs for the total population, it has 
far reaching implications. 

It may reduce excess time of children and adults, thus de- 
creasing the incider.ee of alcoholism and delinquency. It 
may also reduce risk factors relating to disease processes 
such as obesity and cardiac arrest. It could also provide 
activities for the elder population. 

Physical activity also reduces the amount of stress of an 
individual. This could also decrease he number of suicides 
and homicides present in the Pueblo, and other stress-related 
illnesses such as alcoholism. A recreational program in the 
Pt'dblo might also decrease mileage traveled in automobiles, 
thus decreasing motor vehicle accidents. Excess time of 
children is ranked equally with lacX of recreational facili- 
ties, since they are interd'- pendant problems. Recreational 
facilities, since they are interdependant problems. Recrea- 
tional facilities may decrease excess time of children, and 
would provide more supervision to children. This would also 
assist children in making appropriate decisions about their 
lives, thus decreasing the amount of internal conflict with 
then. 
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4. It is estimated that 351 of the adult population and Z5l 

of the youth population have alcohol related problems. This 
includfi beint a member of a«family who has a problem drinker. 
Since alcoholism, effects such a bif percentaie of the popula- 
tion directly and indirectly^ it vas ranked in the top ten. 

Th# Community sees alcoholism as a fro^t threat to the safety 
and welfare of the tribe. There were 152 alcohol related 
arroito in 1914. Since the Indian Health Service is respon- 
sible for providini this service for Isleta, the bureaucracy 
involved in establishing additional programs is gr^-t. Vhis 
makes it less amenable to resolution, plus the fact that it 
is such a complex problem. More outreach and preventive pro- 
grams need to be instituted, which is not funded through the 
Indian Health Service. Also, better contract services to pro- 
vide rehabilitation or detox units needs to be looked at. More 
monies art needed to be delegated to the Pueblo for these services. 

5. Obesity was identifed as a problem by the heatlh fair screen- 
ings, even though incidence rates show that people are not 
seeking he^p for this problem. 

Since it remains a cultural value that "plumpness" is healthy, 
readiiess of change may vary within the population groups. 
The younger individuals who are giving up some of the past 
cultural values would be the easiest target group. 

Programs that inform individuals of the healrh risks related 
to obesity, plus innovative weight reduction programs would 
be valuable. Developed, with cultural value> in mind, would 
allow the residents to retain past values, while in the pro- 
cess of attaining maximum wellness. 

Since obesity is a risk factor to many of the diseases promi- 
nent in the Native population, it needs to be considered in 
the planning of the health care for this population. 

6. Ev»n though mortality rates for Isletans are lower for cancer, 
malignant and benign, than., for New Mexico or the United 
States, it remains a health problem for Isletans. This pro- 
blem was identified by statistics and key informants. 

Many residents are affected by this problem indirectly, and 
it provides for 20.69* of the mortalities. However, this does 
not include other cancers that were not tumor-related. 

The Indian population is at risk for contracting different 
types of cancer, as discussed in analysis of neoplasms. The 
implications for these types may be preventable or better 
controlled if earlier screenings wrfre instituted, if obesity 
was controlled, more nutritional programs developed, and more 
women»s health services were offered. 
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9. Slnct y^r$ of lives lost for suicide was 51.5 years and for 
hOBlclde • 31 years; they are both similar problems for the 
Pueblo. 

loth possibly have etiologies relating to stress and environ- 
uent. By providing stress workshops, culturally relevant to 
the targeted population, this might help reduce both rates. 
Also working on some of the above identified problems might 
reduce the occurrence such as alcoholism and lack of recrea- 
tional facilities. 

Suicided, since they occur at a younger age might be prevented 
by instituting more self esteem and self awareness classes at 

school. 

Homicides could be directed at ail age groups with more mental 
health programs offered. 

10. The incidence of female genitalia and lack of a women's health 
program is also an identifiable problem, through statistics 
and key informants. If there were a women's health program 
targeted to this population, the Incidence of female genitalia 
problems, UTl's, and cancers of the breast and cervix might be 
reduced. * 

More outreach program are also needed to get these women in 
earlier for their care. 

The prenatal clinic Is a good example of how effective a 
targeted clinic can be since it has substantially decreased 
neonatal deaths and mortality rates related to pregnancies 

and has improved the health of both mother and child. 

If a women's health program could be implemented, women could 
klso gain emotional support from this, thus increasiniJ self 
esteem and willingness to accept self care responsibilities. 

There were several problems identified at Isleta that were not 
included in the prioritization list. Otitis media seems to be 
managed, well with early intervention taking place, even with 
its high incidence rate. Diabetes has also been an Identified 
problem for years, however, the diabetes team provides excellent 
care for :thls population. Congenital anomalies accounts for 
many years of life lost, but as stated earlier in this report; 
prenatal care at Isleta is available and has been providing 
excellent care for this population. Communicable disease, 
hooefully would be reduced if the environment, and other above 
priorities were worked on. Working with the top ten priorities 
to provide more extensive services in these areas, hopefully 
would reduce many of the other non-prioritiied identified 
problems. 
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PRIORITIZATION OP PROBLEMS 

Motor vehicle accidents can be considered the priority 

iu?'S*''i'* ^'^'^^ because it is the only mortality 
qfi?.? ^ shows Isleta significantly higher than the United 
?:! ? b*c«use it is the leading cause of years of 

life lost due to premature deaths. Clearly an effort should 
.-x,-J?Jv^°/**l!?*^* ^J? ^•^•^ residents in relation to the 

J^^*"^* problem and to enroai all drivers in defen- 
!wf cours^>s. The defensive driving course should 

also inc.lude education about responsibilities of friends 

""S family members not allowing individuals to 
drive while under the influence of alcohol . 

Although deaths directly related to alcoholism appear to be 
low, alcoholism may be implicated in other causes of death 
such as motor vehicle accidents and homicides. It is also 
implicated in other problems such as domestic violence. While 
naintenance programs are currently provided for Isleta residents, 
the area o£ prevention is being neglected. Through prevention 
programs such as the one formerly provided at the BIA school, 
much of the problem of alcoholism may be avoided. 

It is the responsibility of the Indian Health Service to pro- 
vide the means of treating alcoholic Indians in in-patient 
nfn^Ji t^"'«ntly there are no facilities to 

provide effective detoxification and in-house rfehabiUtation 
for Isleta residents. As long as this situation continues, 
tnere is little hope of reducing the current status of the 
problem. Maintenance programs such as the one provided at 
Islete are a necessary part of the solution but are only one 
part of a complex netwotk- of approaches needed to provide a 
comprahensive plan. 

Obesity is selected as the third priority health need for 
Isleta Pueblo. Prevention of obestly could considerably 
reduce problems fior which it is a major risk factor such 
•s diabetes, hypertension, and heart disease end cerevrovas> 
cuiar disease, ileduction of the problem includes changing 
includes changing dietary and exercise habits of the peopl'e. 
This is not e small undertaking and necessitates a community 
approach to educating the people on the risk factors of obesity 
end the changes needed to reduce the problem including crea- 
tive ways to continue important cultural traditions without 
the continued risks involved in the current style of eating. 
As stated in the goals of the Diabetes Project, the schools 
ere a good place to start with early detection and treatment 
of the problem. 
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3. ContM 

A readiness of tht conununity to chtnga exarcise patttrns has 
been evidenced by participation in the Fun Run at the Health 
Fair and in the aerobic dance classes. Thus It is a good 
time for the conununity to make evary effort to support thi 
people in making inportant changes in thair Ufa style that 
will lead to better health. Antoher important effect of 
regular exercise is a reduction in stress levels. Increased 
stress is a factor in nany of the health probelms cited in 
this report. 

4. Excess uhsupervised tine of the children and lack of recrea- 
tional facilities are ranked together in P«rt because of their 
interrelatedness and in part because of their equal impact on 
other' identified probeln* of the Isleta community. 

The fact that thexhildren have excess unsupervised time may 
be in part related to the lack of recreational facilities in 
which to house programs which will make positive use of that 
time. Lack of recreational facilities also has relevance for 
the adults at Isleta. If there were facilities available for 
participating in enjoyable physical activities, an increased 
exercise level might be reached by many Isletans. It has 
already been r.?ted that there is a relationship between exer- 
cise and weight control* diabetes, and stress levels. 

Implications of unsupervised time of the children are fairly 
clear for beginning alcohol abuse and vandalism. Programs 
for children could incorporate some positive psychological 
approaches such ms dealing with acculturative stress and other 
problems of growing up in addition to pure entertainment. 

Comnuntty support for 'so'lvini these problems appears to be 
high, based oh the results of the community health survey. 

5. Isolation of the elderly is accorded a rank in the top ten 
areas for concentration of effort primarily because of the 
importance placed on it bv respondents to the community health 
survey. Means of approaching this problem have already been 
discussed. The first step is consulting with the elderly to 
determine their desires or what they feel their needs are. 

6. The analysis of data related to cancer showed that Isletans 
do not have a much lower rate for cancer than ' comparison 
populations as is a commonly held misconception* Examination 
of rates for Indians vs. non-Indians showed that for some 
types of cancer. New Mexico Indian rates are much higher than 
for New Mexico Anglos. This indicates the need for a different 
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focui on cancer prevention metsurts for Itlettns. This would 

include both additional education of health care providers 

and then the community members of the cancer picture for Indians. 

Even though the figures show low degree of premature deaths 
and low incidence rates* it is still felt to be a significant 
problem based on the analysis provided in this paper. Impli- 
cationjS are for a change in the focus on this problem. 

Bnvironi^ental health is an area which currently has a capable 
person conducting surveillance and making recommendations 
which would substantially reduce environmental health risks 
if implemented. A ranking in the top ten areas is given to 
this problem because of the importance placed on it by res* 
pondents to the community health survey and because of the 
relative ease with which improvements in the problem can be 
made. 

The women's health field represents basically an un.net need 
for the Islets population. Women's health problems were ranked 
high for incidence rates end because there is no professional 
development of women's health' programs in the Albuquerque 
Service Unit,. it is felt that this is a need area requiring 
development of programs. 

Rates for breast end cervical cancer are high among New Mexico 
Indian women. Preventive education in these areas could be 
included in a women's health program. Also because Indian 
women's rates for gallbladder cancer are high, prevention could 
focus in this area as well. 

Suicide is included in the top ten priority problem list . 
primarily because of its relationship to increased stress 
levels. It is felt that stress is implicated in many of the 
problems discussed and the suicide of a young person epito- 
miles the dangers caused by high- stress levels. In developing 
a suicide prevention program, all areas of positive mental 
health would be addressed. A positive mantel health of the 
population would go far in reducing the effects of stress which 
are evidenced in so many ways. 

There are important problema from the analysis section of 
this report which have not been included in this list of ten 
top priority areas. Diabetes was not included because there 
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is an excellent program in place to deal with this problem. 
Congenital anomalies, while contributing a great deal to 
years of life lost, were actually few and all pregnant women 
at Isleta receive prenatal <are. Therefore there is not much 
more that can be done to reduce this problem. Otitis media 
had « 7.01 incidence rate among the age group 0-4. However, 
there is little primary prevention for this problem and second- 
ary level when people are seen at the clinic for these problems. 

It is hoped that through concentration on the identified 
priority areas, much can >>e done to promote an overall increase 
in the health of the Isleta community. 



Planned Fiscal Year 1915-1916 

* Monthly Hypertension checks «t the Elderly site. 

* Monthly Hypertension and Blood Glucose checks on interested 
persons after the church services. 

* Four Aerobic classes per week: two for beginners and two 
for advanced, weigh in weekly to determine weight change. 

* One Fun Kalk-Fun Run twice a year. 

* Plan and give two education sessions per year regarding causes 
of hypertension and causes of diabetes. 

« Work with the alcoholism program regarding client problems 

as the need arises. ^ . ; 

* Plan and develop nutrition classes with Service Unit Nutritionist; 
focus on weight control.*' ' 

* Plan and present a workshop for tribal members regarding 
cancer: Importance of early detection and treatment 

* lody changes classes will be presented to the fifth grade boys 
and girls and sixth grade boys and girls at the Isleta llementary 
School twice during the school year. 

* Coordinate efforts with Isleta Social Services and give presen- 
tations to Isleta Elementary School regarding child molestation/ 
abuse. Continue to participate ia and attend the monthly child 

Srotection team meeting, 
aintain the current immunization status for th.'ee years and 
less. The current status averages 90 percent completed immuni- 
zations. ^. ^, 

* Develop and present classes to teenagers regarding options to 
parenthood, through knowledge and birth control options. Begin 
planning for a Teen Clinic. 



RECOMMENDATIONS 
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Reconunendations, ContM 

* Or{aniz« and prtstnt classas to teenafO mother and fathers re- 
garding prtnattl, postpartum, and family planning issues. As 
well AS encouraging the continuation of their education. 

* Plan and pretent a Hunter Sa'fety Class to those who will be 
hunting this fall. 

* Coordinate<3i'jijp present to the Isleta Elementary School students 
to sessions regarding irrigation ditch safety. 

* Distribute information regarding firework safety and give a 
presentation at the IsletaElementary School suimner session 
regarding firework aafety. 



The Isleta Community Health Representative Program provides 
thousands of services to the tribal members and is committed 
to serving the needs of the people. With the change in the 
emphasis of health care from treating sickness to promoting 
health, the Community Health Representative Program play a 
roajor role. Only with adequate funding and comprehensive sup- 
port can this program be successful in serving the people and 
promoting health. 
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Senator Bingaman. Thank you very much. Who's the next one? 
Mr. Yepa here, yes, sir, Mr. Yepa. Glad you are here. 

STATEMENT OF ANTHONY YEPA, HEALTH SERVICES 
ADMINISTRATOR, FIVE SANDOVAL PUEBLOS, BERNALILLO, NM 

Mr. Yepa. Thank you, Senator. Mr. Chairman, Representative 
Richardson, Senator Bingaman, my name is Anthony Yepa, and 
Tm representing the Five Sandoval Tribes of Jemez, Zia, Santa 
Ana, Sandia and Cochitos that are located in central New Mexico. 

Again, Td like to thank you for the opportunity to be here to tes- 
tify on behalf of S. 400 and encourage the enactment of this legisla- 
tion. 

I think I do not need to maybe reiterate the merits of the CHR 
Program at this time because I'm sure that the rest of the panel 
members will be doing that. However, Td like to emphasize on the 
fact that national studies reveal that 90 percent of all medical ex- 
penses are spent on less than 3 percent of the population. And I 
believe that this is probably true with most of the Indian communi- 
ties, so I think that this type of legislation is necessary so that we 
can keep the healthy people well. 

And I think that this is the most important part and the signifi- 
cant part of S. 400. Again, the five Sandoval Tribes wish that thd 
CHR program not be eliminated because of all the prevention ac- 
tivities that they are doing in their respective communities. 

The Five Sandoval CHR Program, in fiscal year 1984, did roughly 
5 percent of their activities in the areas of disease prevention and 
health promotion. And I think that this is quite true with most of 
the CHR programs, not only in New Mexico, but across the coun- 
try. 

One of the thmgs that I would like to emphasize in the legisla- 
tion is that you have identified the possibility of one to four demon- 
stration projects to be initiated — I'm not sure whether it's going to 
be nationwide or where. 

And we believe that maybe the demonstration projects will be 
channeled through existing 638 CHR programs for the following 
reasons: The CHR programs are the type of program that permite 
the tribes to take the initiative to identify the health needs and to 
oversee the management of such programming. 

The model developed at the tribal level facilitates tribal plan- 
ning, tribal acceptance and involvement in health promotion and 
disease prevention activities. 

And, also, to work with one of the in-State universities I think is 
a very good idea because this would facilitate training for the 
CHR's as well as the BIA and the Indian Health Service. 

And I think one of the positive reasons for channeling such pro- 
grams through the 638 CHR programs is the fact that we are able 
to work subcontracts a lot faster and have demonstrated so with 
our prior CHR contracts. 

And we hope that the evaluation mechanisms that have been es- 
tablished with the language that is in S. 400 will enable models to 
be developed from here on forward. 

In summary, I would like to say that the Five Sandoval Indian 
Pueblo Tribes support S. 400, which by its enactment would im- 
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prove the health and well-being of Indians. The health promotion 
and disease prevention strategies identified in this bill could have 
long-term benefits in reducing medical costs and improving health 
behaviors in our Indian people. 

On behalf of the Five Sandoval Indian Pueblo Tribes, the com- 
munities of Cochiti, Jemez, Zia, Sandia, and Santa Ana, I wish to 
commend you for your efforts in supporting Indian health issues. 
And I hope that all of us will join in keeping well people well. 
Thank you. 

Senator Bingaman. Thank you very much. We appreciate the 
testimony. 
[Mr. Yepa's prepared statement follows:] 
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FIVE SANDOVAL INDIAN PUEBLOS, INC. 



STATEMENT OF ANTHONY YEPA 



FIVE SANDOVMj INDIAN PUEBLOS, INC. 



ON S. 400 THE INDIAN HEALTH PROMOTION AND DISEASE PREVE^7^I0N 



ACT OF 1985 



Mr. Chainnan, my nsme is Anthony Yepa, i am the Health Services Administrator for 
vhe Five Sandoval Indian Pueblos, Inc. Five Sandoval Indian Pueblos, Inc. is a oonsor- 
tixam of Indian Pueblos located along the Rio Grande River in Central New MexicxD . Five 
Sandoval Indian Pueblos, Inc. is ocmprised of the Pueblos of Cochiti, Jemez, Sardia, 
'^anta Ana and Zia; all located in Sandoval County, New Mexico where forty-five percent 
(45%) of the population is Native American. 

Thank you for giving me the opportunity to testify before the Select Cormittee on 
Indian Affairs in sv?>port of the Indian Health Pronotion and Disease Prevention Act 
of 1985. 

Senate Bill 400 recognizes the need and benefits of the Catinunity Health Repre- 
sentative Program. The Cortnunity Health Representative Program is recognized as the 
mainstay and forerunner of direct medical services, with an^iasis on health pronotion 
and disease prevention at the local Indian Pueblo oomrunities . Within the Five Sandoval 
Indian conrainities ^ the Camunity Health Representatives provide c^roximately fifty 
percent (50%) of their time to direct health care services. The remaining fifty per- 
cent (50%) is spent on health promotion and disease prevention activities. In FY 84, 
six hundred thirty-six (636) such activities were made in the areas of hypertension. 
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aloohol/c3rug abuse, heart disease, anoking, diabetes, wellness, and other areas, Otie 
total dollar amount of prevention services during this year has been calculated at 
$560,000. Nationcil studies reveal that ninety percent (90%) of all medical expenses are 
spent by less than three percent (3%) of the general peculation. Similar stuiies show 
that this trend is the same for the Indian ocmnunity. By this example, the Five Sandoval 
Indian Pueblos, Inc. Cannunity Health R^resentative health efforts were directed to main- 
tain healthy lifestyles with the ninety-seven percent (971) of the population who are 
well. 

Five San(3oval Indian Pueblos, Inc. agrees with the Senate's Select Canrdttee on 
Indian Affairs' reoanrnendations of not eliminating the Conrnunity Health R^resentative 
Progran and increasing funding at $26,652,000 for FY 86. The Indian Health Service's 
budget for prevention services does not reflect the stated Indian Health Services' goal 
of health prorotion and disease prevention as a service priority for FY 86, It is well 
kncwn that the Prevention Services category assures that health pranotion and disease 
prevention efforts are carried out. 

The Senate SelecL Conmittee also reccrrinends a six percent (6%) increase for FY 85 
^propriations level for alcoholism. The Five Sandoval Indian Pueblos, Inc. organiza- 
tion endorses the Senate Comdttees' and Senate Bill 400' s recottmendation of alooholian 
prevention and services as a major goal of agencies working with Indian people. We are 
aware that preventive and education efforts are necessary in our aannunities to oontoat 
the number one health problen among Indians (Reference, Sandoval County Alootwlism 
Fact Sheet) . 

The Ccmtiunity Health Representative Programs, along with tribal health and social 
programs, and all Indian Health Service/Bureau of Indian Affairs providers, need a 
structured training program in health pranotion/disease prevention. As health and social 
service providers, we need to enforce the traditional Native American health practices 
of holistic well-being. Senate Bill 400 oi^hasis training and curricul\in development, 
is well as practical experience of health care prevention. We must realize that the 
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health pronotion/disease prevention is defined as changing our lifestyles, attitirles, 
and behaviors. This is a difficult task and will require the training support of Senate 
Bill 400 and the concerted effort of all agencies and tribes. 

Ohe development of a health prcmotion and disease prevention policy and services 
within Indian Health Services will enhance and address the health needs ard services of 
Indian people. These types of policies and services are desirable, however, require 
tribal ii^ut. Tribal consultation should be included in the planning and developnent of 
prevention policies impacting Indian oomtunities. Too often, Indian Health Services 
plans for Indian Health Services. Section 204 of Senate Bill 400, specifies the one to 
four demonstration projects be established to serve as models for the delivery of health 
pranotion /disease prevention. Although this provision is not included in Senate Bill 
277, Five Sandoval Indian Pueblos, inc. agrees with the concept and reoarmends such 
progranming be channelled through existing "638" Caimunity Health R^resentative Pro- 
granos for the follcwing reasons: 

1. The Ccmnunity Health Representative, as a tribal progran, permits the 
tribes to take the initiative to identify the health needs and to over- 
see the managsnent of sudi progranming. 

2. The model developed at the tribal level facilitates tribal planning, 
acceptance, and involvement in health pronotion/disease prevention 
efforts. 

3. Sub-section (c) (1) describes the use of State University, institution 
or public/private entity for training in the techniques of pranoting 
health maintenance. Tribal contractors can enter into sub-contracts 
with these entities as demonstrated by tribal 638 contracts. Trainii^ 
should be available to all Indian Health Service /Bureau of Indian Affairs, 
tribal staff and tribal manbers. 

4. The danonstration projects oould be evaluated by an established Indian 
Health Services Area Group (ccmprised of Indian Health Service/Bureau of 
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Indian Affairs, tribal staff) upon ociT^)letion of the projects. The 
initial evaluation being cxmpleted with the public /private entity and 
the tribe demonstrating the project. 
The Five Sandoval Indian Pueblos, Inc. tribes sijpport Senate Bill 400 vMch by its 
enactment cxDuld iinprove the health and well-being of Indians, The health prcmotion and 
disease prevention strategies identified in this Bill could have long terra benefits in 
reducing medical costs and improving health behaviors of our Indian pe(^le. On behalf 
of the Five Sandoval Indian Baeblos, Tnc. oonmunity Pueblos of Cochiti, Jeioez, Sandia, 
Santa Ana and Zia; I wish to ccumend you for yo\ir efforts in supporting Indian health 
issues. Let us all join in on keying "well people well, " 

Thank you for your consideration of oxxc reoonmendations, and we will be pleased 
to respond to any questions you may have. 
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SANDOVAL OOUNIY ALOOHDLISM 
FACT SHEET 



Based on NIAAA Epidanio logical Study 1982 (based on 1975-77 death data and 1980 
census) , Sandov^al County ranks fourth in state and eleventh nationally on a composite 
index of alcohol problems. 

Sandoval County ranks number two in the state under the CHRONIC ALCOHOLISM cate- 
gory at a rate of 36.1 per 100,000 persons (NIAAA, 1982). 

Sandoval County ranks number six in the state at a rate of 42.8 per 100,000 per- 
sons under the CIRRHOSIS OF THE LIVER category (NIAZA, 1982) . 

Sandoval County ranks eleventh in the state at a rate of 121.7 per 100,000 per- 
sons in the category of ALCOHOL jmOUm) TRAFFIC ACdDENTS (NIAAA, 1982) . 

Sandoval County ranks second in the state at a rate of 54.1 per 100/000 persons 
in the ALCOHOL INVOLVED SUICIDE category (NIAAA, 1982) . 

Sandoval County ranks fourth in OVERALL ALCOHOL DEATHS in the state (NIAAA, 1982) . 

Sandoval Courty ranks number twenty- two in OVERALL ALCOHOL DEATHS nationally of 
the 3,103 counties in the United States. The county falls in the .1 percentile of 
oo'jnties nationally (NIAAA^ 1982) . 

Sandoval County's alcoholism rate is 3.28 times the national rate (NIAAA, 1982) . 

Sandoval County ranks number two in New Mexico regarding DEALTHS ATTRIBUIBD TO 
ALCOHOLISM (NIAAA, 1982) . 

Estimated number of alcoholic adults (DSM-III Diagnosis Alcohol Abuse and Alcohol 
Dependence) identifies 4,398 adult alcoholics and 721 treatable juveniles in Sandoval 
County (NIAAA, 1982) . 

There is no juvenile detention facility in Sandoval County. Juvenile offenders 
are sent to either Bernalillo or Valencia County centers (Carlos Pino, Sandoval County 
Sheriff, Santa Ana Pueblo, February 12, 1985.) . 

There is no wcmen's detention facility in Sandoval County. The present facility 
at Sandoval County Jail does not accannodate the female offender (Carlos Pino, .February 
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12, 1985). 



The Coimty jail has felony offenders who ranain at the County jail because of over- 
cccwding at the State Prisons. This creates over-crowding at the County Jail, thus 
leaving less space for misdoneanor offenders (Carlos Pino, February 12, 1985). 

The Albuquerque Indian Hospital inpateint records show that eighty percent of all 
admissions are aloohol related diseases or accidents. Sandoval County population is 
approximately thirty percent of total population. 

Seventy-one percent of adults arrested by the Bureau of Irriian Affairs Police were 
aloohol related. Fifty-one percent of the adult male population arrested have been 
identified as problan drinkers. 

Twenty percent of the female adult population are considered problan drinkers but 
this figxore is probably higher because of the reluctance of apprehending female drinkers. 

Overall, ninety-six percent of all Indian incarcerations were alcohol related 
offenses. 

Sandoval County has been designated by the Secretary of Health and Hunan Services 
as a HEALTH MANPOWER SHORTAGE AREA/PRIMARy CARE, and MEDICALLY UNDER-SERVED AJ^EAS as 
of July, 1983 (New Mexico Resources Registry, 1982-83) , 

Janez, Cochiti and Santo Doningo Indian Reservations have been designated by the 
Secretary of Health and Hunan Services as REGISTERED NURSE (RNl SHORTAGE AREAS. There 
has been no new designation diange since 1976 (New Mexico Health Resources Registry, 
1982-83) . 
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Senator Bingaman. Next is Frances Chavez, is that correct? 
Mrs. Chavez. Right. 

Senator Bingaman. Thank you for being here. 

STATEMENT OF FRANCES CHAVEZ, CHAIRPERSON, HEALTH 
ADVISORY COMMITTEE, SANDIA PUEBLO, NM 

Mrs. Chavez. Senator Bingaman, Senator DeConcini, Representa- 
tive Richardson, Fm glad to be here today on behalf of our volun- 
teer health advisory committee. Because we are such a small 
pueblo, we only have two CHR's in our community. And we are for- 
tunate that we— we did have only one. Within the past year, we 
were awarded another CHR. 

And Sandia is part of the Five Sandoval Indian Pueblos, and we 
are one of the pueblos that is closest to a major hospital, but be- 
cause we are the smallest community, we only have a doctor that 
comes in 10 hours a month. 

And we feel — we strongly support that the CHR programs con- 
tinue because CHR's in our community are the first responders to 
any of the health needs in the community, to our elderly and to 
our youth. 

And out biggest problem, again, is alcohol and drugs. And they 
have been very effective in dealing with disseminating information 
on prevention of drugs and prevention of diseases. 

So we concur with the Five Sandovals and with all the All 
Indian Pueblo Council, and we support the bill, S. 400, on behalf of 
the CHR programs. 

Senator Bingaman. Thank you very much. Did you have more? 

Mrs. Chavez. No, I don't. Thank you. 

Senator Bingaman. OK, fine. 

[Mrs. Chavez' prepared statement, on behalf of Sandia Pueblo, 
follows:] 

Statement of Mrs. Frances Chavez, Chairperson, Health Advisory Committee, 

Pueblo of Sandia 

Mr. Chairman, I appreciate the opportunity to be here today. My name is Frances 
Chavez. I am the chairperson of the Sandia Health Advisory Committee, which is 
empowered to act as advisory board to the Sandia Tribal Council and its community 
on matters pertaining to health and social development. 

Sandia Pueblo is one of five Indian pueblos that belong to the organization of Five 
Sandoval Indian Pueblos (FSIP). Of the five, Sandia is located closest to the major 
hospital which is 24 miles away in Albuquerque. The Pueblo has general medical 
chnic service approximately two-and-one-half hours per week, for a total of ten 
hours a month, of community medical care through Indian Health Service. The 
Community Health Representative (CHR) program is very important to us because 
It consistently provides Pueblo people in Sandoval County with necessary medical 
services through Indian Health Service funding. Because the Department of Health 
and Human Services has designated the area as medically underserved, these 
health services would not be available but for the CHR program and funding. 

Sandia Pueblo feels fortunate to have two CHR's in our community, since these 
representatives are the first responders to local health needs. The CHR program 
must be continued because it provides health maintenance and acts as a starting 
point for any reservation health care and prevention programs. We concur with re- 
marks by the Five Sandoval Indian Pueblos organization that is testifying today. 
And we are in support of S. 400 as introduced by Senator Bingaman. 

S. 400 is desirable legislation because the three provisions which it proposes to 
add to the Indian Health Care Improvement Act will be beneficial to increasing 
long-term health standards for Indian peoples. The three provisions are: 1) develop- 
ment of a health promotion and disease prevention Indian health policy; 2) inclusion 
of health promotion and disease prevention services within the Indian Health Serv- 



ed 

ERIC 



104 



100 



ice, and; 3) continuation and improvement of the Community Health Representative 
Program as the vehicle to carry out such health promotion activities. 

We especially concur with the recommendation at Section 204 for one to four na- 
tionwide demonstration projects in order to develop the most effective and cost effi- 
cient means of providing health promotion and disease prevention services. We too 
believe that sucn projects are necessary to improving Indian health care and to re- 
ducing health care costs in the long run. We recommend that one of the projects be 
authorized for implementation by the Five Sandoval Indian Pueblos organization in 
New Mexico. This is desirable because the usefulness of such concepts can best be 
tested by implementing them where existing Indian health care providers have on- 
going ChR programs. FSIP's testimony details reasons why this approach will be 
the most effective. 

Thank you for this opportunity to provide the committee with our strong endorse- 
ment for passage of this legislation as introduced by Senator Bingaman, 

Senator Bingaman. I gather the next witness is Tom Lujan, is 

that 

Mr. Lujan. That's correct, Senator. 

Senator Bingaman. OK. Tom, go right ahead. We're glad you're 
here. 

Mr. Lujan. Honorable Senator DeConcini — I have a hard time 
with that name. 
Senator DeConcini. That's good. 

STATEMENT OF THOMAS J. LUJAN, SUBSTANCE ABUSE IN-PA- 
TIENT TREATMENT AND PREVENTION PROJECTS, EIGHT 
NORTHERN INDIAN PUEBLO COUNCIL, SAN JUAN PUEBLO, NM 

Mr. Lujan. Representative Richardson, Senator Bingaman, mem- 
bers of the committee, honored guests, ladies and gentlemen, my 
name is Thomas J. Lujan, and a member of the Taos Pueblo. 
Also, the director of social services for the Eight Northern Indian 
Pueblo Council and for whom I will be presenting this testimony 
today. 

I feel privileged to have the opportunity to present this testimo- 
ny, which is supported and commonly shared by Governors as well 
as Indian tribes nationwide, on what is being proposed under S. 400 
by our Honorable Senator Jeff Bingaman of New Mexico. 

The Eight Northern Indian jpueblo Council is an intertribal asso- 
ciation comprised of the northern pueblos of Taos, Picuris, San 
Juan, Santa Clara, San Ildefonso, Pojoaque, Tesuque, Nambe, 
which has a population of over — well, over 7,500 people. 

The services provided by the Eight Northern Indian Pueblo 
Council include various Federal, State and some private funding 
programs in the major areas of social, health, education, and eco- 
nomic development. 

The topics specifically assigned for me to testify on are in the 
areas of pueblo substance abuse, prevention treatment, and control. 
And at this point, I would like to bring an awareness that I choose 
to be very candid. 

I will take a quote from one of our wise Indian leaders who once 
said: 

My valued people, it has been our misfortune to welcome our friend, the white 
man. We have been deceived. He brought with him shiny things that pleased our 
minds. 

He brought with him weapons more effective than our own. Above all, he brought 
with him the spirit water that makes us forget old age, weakness, and sorrow. I 
wish to sav to you, my dear people, if your wish is to possess and accept these things 
for yourself, you must begin anew and put away the wisdom of our fathers. 
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Down through the centuries, our fathers and their fathers have 
lived on this planet. We can only accept that the addiction to alco- 
holism that you gave to our Indian people at a bargain has now 
become not only our No. 1 health problem, but also pueblo enemy 
No. 1 and a cause of many other problems related to alcohol. 

The outstanding— and I wish to bring awareness, also, that there 
are some outstanding things that we are developing at the Eight 
Northern Pueblo, in particular, a prevention program as well as a 
half-way house. And, also, there are some things that we are work- 
ing on that has the input of most of the tribal members, and this is 
on how we control alcoholism and drug abuse coming on our reser- 
vations. 

The outstanding prevention model of the Eight Northern Indian 
Pueblo Council is the San Juan Pueblo Youth Dance Group. There 
are other dance groups within our other seven pueblos just as good 
just as excellent. 

It is important that I mention that tribal courts on this pueblo 
referred to the Indian youths that were once labeled as incorrigi- 
bles. That was several years back. Nobody could handle them. The 
way that this dance group had started, nobody could handle those 
young people. 

The young adults had a need to identify with their Indian cul- 
ture. For various reasons, they had just gone away from it. 
Through these trying times, the youth requested of their preven- 
tion program to initiate a different approach, which involved the 
teaching of their native culture, languages, and dances. 

The outcome had a tremendous impact not only on the youth 
themselves, but also their parents, which in effect culminated in 
having a closer friendship in which each one valued the other, 
learning a new skill which is appreciated and valued by one's 
peers, being accepted by peers even when one makes mistakes, 
learning about the importance of participation in one's cultural 
heritage. 

The other end result, not less important, is the positive develop- 
ment of our young adults spiritually, psychologically, and physio- 
logically, which results at us retaining our heritage and culture 
which are invaluable to all of us on this planet. 

Of the Eight Northern Indian Pueblo Council the methodology 
incorporated towards preventing, treating and controlling alcohol 
abuse and alcoholism are a unique halfway house treatment center 
for recovering alcoholics that employs vocational training and 
small-scale farm and livestock projects, the goal being self-suffi- 
cient due to use of the actual hands-on approach concept, which 
will impact on agricultural and academic development at the pueb- 
los, which is already taking its effect. 

The halfway house prepares the recovering alcoholics to reenter 
a family and community environment, which— with meaningful 
and purchasable skills. 

We at the Eight Northern Indian Pueblo Council will nurture, 
and we re in the stages of nurturing, the concepts of control by the 
development implementation of the following criteria. And this is 
our thing, the permanent tribal members of our eight pueblos. 
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We intend to identify cultural factors associated to alcohol abuse 
in native American communities, in particular, to the eight pueb- 
los. 

Based upon the identification — the following is what we intend to 
do. Based upon the identification of the causal factors, we plan to 
develop native American-geared alcohol and alcoholism education 
program, education programs, whatever they might be. 

Educational material will be adapted so all Native Americans 
can relate. Training needs will be based on research finding in the 
development of alcohol prevention, modalities for pueblo Indians, 
tribal urban and rural populations. By "rural populations,'' I mean, 
we have many Spanish people right within the immediate perim- 
eters of the reservation. If there is going to be an attitudinal 
change, I think they also should be affected by it. 

Based upon research conclusions, all of this supports the goal of 
developing totally therapeutic communities from primary preven- 
tion to secondary prevention. 

We are doing this on a very minute scale because our facilities 
and human resources are limited. And I need to — I don't think Tm 
taking that much time. Fm trying to go as fast as I can. But there 
is a statement that Senator Anderson, in his introduction H.R. 277? 

Mrs. Chavez. Senate bill. 

Mr. LujAN. S. 277 stated^ '1 need to continue targeting Federal 
resources to address the health problems of Indians/' I think it's 
well to know the percentages — 66.4 percent of most Americans will 
live to age 65 or older, but an Indian child born today has only 35 
percent of reaching age 65. The fact is that 40 percent of all Indian 
people are dying before they reach 45. These are realities I cannot 
afford to ignore, that we cannot afford to ignore. 

Other concerns facing NIPC today involve around health promo- 
tion, disease prevention services to Indians. This includes other 
programs such as coordinating community Indian home care, 
women, infant and children projects, food commodities, community 
health representatives, the elderly and the Head Start. 

In conclusion, two recommendations supported by our Governors 
include a request of national leaders to conduct field hearings ad- 
dressing Indian health and social issues. 

Also, another request to implement a nationwide campaign to 
reduce child abuse, substance abuse through social programs. 

We feel S. 400 will give us the tools to continue to research devel- 
opment of alcoholism prevention models and substance abuse con- 
trol through education to our tribal members of the devastating ef- 
fects of alcohol to our physical and mental well-being. 

Before I close, the Eight Northern Indian Pueblos Council Gover- 
nors will submit their lengthy statement at a later date, which spe- 
cifically was pointed out to me in 3 weeks. 

Thank you for allowing me this privilege this day. 

Senator Bingaman. Thank you very much, Tom. That was excel- 
lent testimony from all of you, and we appreciate that. 

[Mr. Lujan s prepared statement, on behalf of the Eight North- 
ern Indian Pueblos Council, the referred to statement of the Eight 
Northern Indian Pueblos Council Governors, and additional perti- 
nent material, follow. Testimony resumes on p. 122.] 
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EIGar NORTBERH INDIAN TOEBLOS COUNCIL 



TESnMONY CN SB400 - SWKTOR BINGAMAN 



SMUREftY, JIKB 1, 1985 



GMUUP, NEW MSCTCO 



HONORABLE SENATOR DeCONCINI, SENATOR BINGAMAN, MEMBERS OF THE 
CXWMITTEE, HONORED GUESTS, lADIES AND GENTLEMAN: 

My name is Thoras j. Lajan, a manber of Taos Pueblo also the 
Director oi' Social Services for the Eight Northern Indian Pueblos 
Council and for whan I will be presenting this tef^timcxiy today. 

I feel privileged to have the opportunity, to present this testi- 
mony which is supported and cotimcHTly shared by cur Governors as 
wall as Indian Tribes Nationwide on what is being proposed under 
SB 400 by our Honorable Senator Jeff Bingaman of New Mexico. 

The Eight Northern Indian Pueblos Council is an Tnter-tribal 
Association catiprised of the Northern Pueblos of Taos, Picuris, San 
JUan, Santa Clara, San IldefonsQ, Nairbe, Pojoaque and Tesuque which 
serves a population of ever 75 0 0 people. The services provided by 
the Eight Northern Indian Pueblos Council include various Federal, 
State and sane Private funded progams in the majors areas of SOCIAL, 
HEALTH, EDOCATICN AND ECCNCMIC DEVELOEMENT. For information cn the 
organization, please refer to Appendix #1 . 
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The topic specifically assigned for me to testify cn, are in the 
areas of Native /^nverican, more ijiportantly Pueblo Substance Abuse, 
Prevention, Treabnent and Ccntrol. 

I will take a quote fron one of our Wise Indian Leaders who cnce 
said " My VftUIH) people it has been cur misf ortiine to welcaie 
CUR FRIEMD the White Man. We have been deceived. He brought with 
Him shining things that pleased our Minds, he brought with Him 
weapcns mare effective than our own. Above all, he brought with Him 
the SPIRIT WATER that makes us forget old age, weakn- ss and 
sorrcw. I wish to say to you, My Dear People, if ytjuc wish is to 
possess and accept these things for yourselves, YOU , nust begin 
anew and pit awny the Wisdom of your Fathers." Down through the 
centuries that our Fathers and their Fathers have lived on this 
Planet, we can cnly accept that the addiction of AUXBOLISM that 
TCU gave to our Indian People at a BARGAIN , has new becote 
not cnly OJR Nurrber NUMERO UNO Health problon, but 

also, HTFIRT O aiany Nlmiber One and the Cause of Many other 
Problems related to Alcohol. 

The outstanding PREVEyriCW model at the Eight Northern Indian 
Pueblos Ccunci is the San juan Pueblo Dance Group. It is iitportant 
that I mention that the Tribal Courts cn this Pueblo referred the 
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Indian yoith that were cnce labeled as incorrigibles. The young 
adults had a need to identify with their Indian Culture. Through 
these trying times, the youth requested of their prevention program 
a different approach which involved the teaching of their Native 
culture and dances. The outcane had a trenendous inpact not only 
cn the yoith themselves but also their parents which in effect cul- 
minated in: 

1 — having a closer friendship in which each cne values the 

other 

2 — learning a new skill that is ^^eciated and valued by one's 

peers 

3 — being accepted by peers even when cne makes mistakes 

4 — learning about the participation in one's cultural heritage. 
The other end results not less inportant is the positive dff/eloptvent 
of cur yoing adults spiritually, psychologically and physiologically 
v^ich result at retaining our heritage and culture which are 
invaluable to all human beings on this planet. 

At the Eight Northern Indian pueblos Council, the methodology in- 
coporated for preventing, treating and controlling alcohol abuse and 
alcoholian are a unique half-way house treatment center for recover- 
ing alcoholics that enploys vocational training and a snail scale 
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farm and livestock project. The goal being self-sufficiency throagh 
a hands cn-approach which would inpact cn agricultural and econanic 
devaLognent at the Pueblos. The hcilf-way house prepares the reco- 
vering alcoholic to re-enter a family and canmunity environment with 
meaningfully and purchasable skills. 

We at the Eight Northern Indian Pueblos Council will nuture the 
concepts of CXKTRCL by the development and iirplonentation of tiie 
following criteria: 

1 — Will identify causal factors associated to alcohol abuse in 

Native American cawnonities . 

2 — Based upon the identification of the causal factors we plan 

to develop Native American geared alcohol and alcohol isn Bd- 
cational programs. 

3 — Educational material will be adapted to relate to all Native 

American carmunities. 

4 — Training needs will be based on research findings and the 

develognent of alccrfiol prevention modalities for Pueblo 
Indians, tribal, urban and rural populations. 

5 — All of these was performed with the goal of creating con- 

cepts of total ther^)eutic caiminities, 

6 — Based upon research conclusion, all of this supports the 

goal of developing totally therapuetic conmunities fran 
primary prevention to secondary prevention and including 
tertiary prevention. 

We are doing this in a very minute scale because our facilities and 

our human resources are limited. 
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Senator Andrews in his introducticn of S. 277, stated a need to 
continue targeting federal resources to addres the health probloi^s 
of Indians. 'T^hile most Anericans - 66.4 percent - will live to 
age 65 or ol der , the Indian child bom today has cnly a 35 percent 
chance of r fv ic hin g age 65. The fact is that 40 percait of all 
Indian people will die before they reach 45. These are realities 
that we cannot afford to ignore." 

Other concerns facing ENIPC today evolve around health pronotion 
and disease prevention services to Indians, ahese include other 
programs such as: Coordinated Conrunity In-Hcnte Care? Wonen, Infants 
and Children? Food Connodities; Catmiinity Health Representatives; 
the Elderly; and the Hea^start. 

In conclusion, two recanmendations supported by our Governors 
include: 

A. Ccnduct field hearings addressing Indian health and social 



B. Have a nationwide caiipaign to reduce child abuse, substance 
abuse through social programs. 

Vffi feel SB400 will give US the tool to continue the 
research, development of alcoholism prevention models and substance 
abuse control through education of the devastating effects of 
alcohol to oar pj-jysical aiid mental well being. 

Thank yoi foi: allowing r.ie this privilege this day. 



issues. 
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"APPENDIX I" 



EIGHT NORTHERN INDIAN PUEBLOS COUNCIL 



BACKGROUND 

The Eight Northern Indian Pueblos Council (ENIPC) is a non-profit 
IRS designated 501 (c) (3) associarion of eight, distinct and unique 
Indian Pueblo Governments located in Northern New Mexico. The Eight 
•Northern Pueblos are Taos, Picuris, San juan, Santa Clara, San 
Ildefonso, Teauque, Pojoaque and Narabe. 

These eight Pueblos are located north of Santa Fe, the State 
Capitol of New Mexico. San Juan Pueblo serves as the Council 
Headquarters. The Pueblo of Tesuque, the Southernmost consortia 
member is approximately IQ miles north from Santa Fe while the Pueblo 
of Taos, the northern«Tnos t consortia member, is approximately 80 miles 
from Santa Fe. The other six Pueblos are located between these two. 
The topography in this area includes mountains, rolling uplands and 
alluvial valleys. Several rivers cross the area and provide water for 
irrigation. The economy of the area is based on tourism, agriculture, 
ranching, timber and mining with a significant portion of the Pueblo 
labor force working as skilled and professional workers with the State 
Government, federal programs and federally sponsored contacts, i.e., 
the Los Alamos Scientific Laboratories, the 2ia Company, E.G. & G, 
etc . 

The ENIPC had it's beginnings in the early 1960's when the 
individual Northern Pueblo Governors and their staffs met monthly to 
discuss common law & order issues. These meetings planted the seeds 
for comradeship, co-operation, co-ordination and strength in unity 
among the Northern Pueblo Governments. In 1965, ENIPC was officially 
recognized as c- Community Action Agency eligible for Economic 
Opportunity Act Programs. As a formal organization in 1965 the ENIPC 
initially administered two programs, the Neighborhood Youth Corps 
Employment Program and Head Start. During fiscal year 1982-1983 the 
ENIPC is administering (AO) different federal, state, local and 
private foundation grants and contracts with approximately 132 
full-time staff, in addition to overseeing the management of an Adobe 
Bricks manufacturing/sales business, an Arts & Crafts outlet and a 
federally chartered Credit^ Union. The ENIPC Adobe Bricks operation has 
gained national exposure through the research collection and dis- 
semination of Adobe Bricks as compared to other building materials for 
thermal efficiency and cost effectiveness. 

The purpose of the ENIPC, as defined in the ENIPC Articles of 
Association, is to sponsor broad based cotmnunity programs in the areas 
of Health and Social Services, Education and Economic Development. 
Population 



The eight Pueblos have a combined population of 7,137 according 
to the DIA Northern Pueblos Agency census figures dated June 1 1982 
The current BIA estimate is as follows: 
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Married Single Heads 

Pueblo Tocal Heads of Household of Households 



Nambe 


A78 




9A 


P Lc u r is 


263 


60 


63 


Po joaque 


135 


27 


26 


San Ildefonso 


571 


106 


UA 


San Juan 


1907 


A95 


521 


Santa Clara 


1AA3 


332 


309 


Taos 


2017 


375 


513 


Tesu que 


322 


63 


AO 


TOTALS 


7137 


1552 


1750 



3302 Faaily Units 

Qrzanizatior. 



The governing body of the ENIPC is the Board of Governors which 
consists of the eight respective Tribal Governors. The Governors of 
Sjnta Clara, San Ildefonso, Picuris, Pojoaque and Natnbe are elected by 
their respective Pueblo members. San Juan, Taos and Tesuque Pueblos 
appoint their Governors through the traditional Pueblo process. 
Whether elected or appointed, the Board of Governors serve a one year 
term with all Eight Governors having an equal voice and vote. 
Previous Governors may continue on the ENIPC Board of Governors upon 
election or re-appointment as their respective Tribal Governor. 

The ENIPC Board of Governors meets once a month on a date 
pre-determined during the January meeting, usually the second Tuesday 
of each month. Special meetings may be called by the Board Chairman 
or any two board njembers. Officers are elected at the January meeting 
and include one Board Chairman and one Vice-Chalrman. The Chairman 
conducts all Board Meetings, represents the Council and acts as the 
Council spokesman. The Vice-chairman acts on behalf of the Chairman 
during his absence. The Chairman is the titular leader with the 
Executive Director as it'a chief Executive official. 

The Executive Director of ENIPC is appointed by the Board of 
Governors and serves an indef in ite term. The Executive Director is 
mandated to carry-out the mandates and policies of the Board utilizing 
generally accepted management principles and practices. The structure 
of the organization is found in the attached organizational chart. 
The organ iza t ion is func t iona lly graphed in to five categories 
reflecting the mission of the ENIPC as defined in the ENIPC Articles 
of Assoc iat ion. These five areas include: (a) The Administrative 
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unit comprised of the Executive Director .nd Assist.nt Executive 
,'.l^T\l Accounting Department, the Planning Department 

-nd the Administrative clerical .upport .t.ff. The administrative unit 
Dir«^or.r%?-"'i'r""^*"*"' direction from the Executive 
Director 5 office while the administrative .upport is provided by the 

oroviSe ^'"f"' div'isio a uni s 

provide the programmatic .ervices with each divis^on Director 
responsible for the overall divisional manageme^c. The d visions are 

•thTSorthe^n °''°T? ^--^ Services ed' o 

of . r comprised 

ServL« nn''' • services; (b) -,e Division of CoLunity 

Services comprised of connnunity based non^ .herapeu t ic services- (c) 
the Division of Education comprised of .A education, tralning'and 
employmen services. The Division of ".conomic Development nroiects 
a'baw'e'r: r° ^ nerating' activitCr^h h'p o^ide 

It is important to realise that the ENIPC is an organization of 
governments and not a government in itself. Thus all Tribal 
self-governing functions remain the soverei2n rii»ht nf -^^h «f ... 
Northern Pueblo Governments. vereign right of each of the 

Planning for the Eight Northern Pueblos occurs at two levels- (1) 
Mtb u^hlN^PC ^"'^ -'^"'V-^l^J -d (2) regionally at the ENIPC: 

Pueblos n'lfnT'-^"'°".":' ^"'P"^ °f N°-t^^"n 

!r in :k with social and economic self-su f f ic iency, most of 

the Northern Pueblo have the admin is tr.t ive .nd management capablity 
h. ?nn n" ^ndiyidu.l Pueblo basis. Thus, while the ENIPC is 

o' he ;rib.°l r^ri'"! ^he provision of service, at t^e ENIPC le^el 
f • ^''^ " ^" ^^"'^ "^"^^ the ENIPC complementary 
n^nvJnfr. f''°'''"? ^""^ ^"^"^ consumers of services to becoming 

provider, of services. In essence - . complementary strategy which is 

re"u in': s'lirs f "'-^'^ development of depressed'Ll." nd 

Itrhn »flf:sufficiency is essential to achieving permanent change. 

Although existing federal and state programs provide for social ' 
.ervices. i.e., 40 different service, via grants .nd contracts are 
provided through the council. the'ENIPC is developing r^Jenue 
fh^d^■ne^d^^■L''^''p'^ projects, services, etc., in order to decrease 
the dependence on federal and state funds for Tribal service, .nd 
need^. In .ddition to the" development of revenue gener.tinr 
-ctivitie., the ENIPC places emphasis on the development of the 
deieloomenr'"'' °' '° ""^ implement economic 

frIbaI'Go;e\n'L°^:^" '° ^""^^ ""^ development of 
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IMIT lOITIIM IIDIAI POULOl GOOIGIL 

P.O. Bom M 
Un Juan Pu«blo. Ntw Mtxico 17960 
(606) ii2-42«6 

Tftitimony of th« Eight Northarn Indian Puabloa Council Govtraora re: 1) the Inclu- 
■ion of Child Abuae and Neglect in S. AOO, Indian Health Promotion and Blaaaae Pre- 
vention Act; and 2) incluaion of Child Abuae and Neglect ea e releted iaaue in 

S. 129.8, the Indian Juvenile Alcohol and Drug Abuae Pr went Ion Act. 

The Eight Northern Puebloa Indian Council Governor a have recognized child abuae 
and neglect aa a aerloua and growing problem among their puebloe, aa ia true with 
the nation aa a whole. Over helf of the children from theae cormnunitlea identified 
aa having bean abuatd or neglected heve family membera who ebuae elcohol end/or druga. 
While the governor a recognise that elcohol doea not ceuee child ebuae or neglect, 
it ia clear that fanlly alcohol abuae lowere perenta* control over leahlng out at 
their children when under atreaa and hurta parenta' ability to cere for their child- 
ren. In addition, abuaed and neglected children are at greeter riak for abualng 
alcohol and druga, for other aelf-deatrUctiva and delinquent behavioro, «uch ee 
suicide, and, when edults, ebuaing end neglecting their own children, 

StatiBtica on abuaed end neglected children have been gethered by the Child 
Protection Team et the Sente Fe Service Unit Hoapltel, Indian Health Service, ainca 
December 1982. The Sante Fe SBrvlce Unit eervea 12 tribaa, 8 of which are the light 
Northern Indian Puebloa. Population a lie verle* fro« 100 to 1600 per comounity, 
with e totel population of over 7500. Since December 1982, the Child Protection 
Team haa Hated 107 children (including aiblinga) aa abuaed or neglected, repreaan- 
ting 60 famlliea. Hoepitel aervice providers atate that theae numbere "only acratch 
the aurface:'* for every child identified et leaat 6-8 toora children ere known to be 
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liaiT lOBTIIBI IIDIil PVIILOl CODICIL 



P.O. Box9M 
Sm Ju«n Puiblo, Ntw Maxioo 17560 
(60$) 6524266 



•butad or negltcttd, but hays not craa t« the hotltal f«F aervlcet^ Qvar half of 
the children IdenClfltd coma from the conmunltlee eerved by Che Eight No);Chern 
Izkdlan Puabloa Council. 

What la aleo alamins !• the number of adulte receivinc qentel health, or aocial 
eervicee et the liidlen Hoepltel who repf.rt being ebueed or neglected ee children. 
Although stetietice have not been collected on theee edulta, It ie. IndjLcetlv* Of 
what iB recognized by authoritiee end hcelth providere ee fact^ child ebuee end 
neglect ie e problem that le peeeed on from one generation to the next. 

At preeent, program servicee et ell levele - agency and trlbel rs are not capable 
of addreesliVg the neede of theee children, their famillee, and adulte who vcre 
ebueed e« children. Yet, vlthout eerloue intervention and prevention ef forte right 
now» many more femiliee will euffer in the future, end increeee the need for eervicee 
fer beyond vh^t ere preeently needed. 

Efforts have been made to create community evereneee ee to the effect* Of child 
ebuee end neglect on children, their famlllae and communitlee, ee well ae related 
ieeuee of elcohollam end domeetic violence. Along with the Child Protection Teas 
et the Indian Heelth Service hoepitel. a Comnunlty SCAN (Sue pec ted Chi:i.d Abuea end 
Neglect) Team wee elso orgenizad three yeare ago. Thle team, made up of Community 
heelth providere and Indian Health Service, Bureau of Indian Affaire, end Stete 
eervlce providere, along with tribal end IIA police end trlbel judgee, hee eddreeeed 
the need for comnunlty ewareneee; foater cere within the puebloe (eee Bight Northern 
Indian Puebloe Council reeolution on foeter cere, November 13, 1984), the deyalopoent 
of tribal child protection teame (or multidleciplinary teana; eee reeolution by 
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IISIT lOinill IIDIAI PVIILOl CODICIL 

P.O. Box Ml 
S«n Juan Puiblo, New Mtxioo 8756Q 
(506) a62-42f8 

Pat* 3 

Santa Clara Pueblo, Septetaber 9, 1985), and tha naad for federal lailalatlon which 
will enhance tha ability of tha fadnral govarnmant and tha tribal courta to incar- 
cerate, proaecute, and order treatment for offendete. 

But thie ie only the betinnlng. In order to fully meet the neede of theae and 
other Indlen communitlee to breek the cycle of child abuee end neglect, ell out 
prevention effort* to educete perenta, children, end other eervice providere, 
including medicel eteff, are vltelly ne*d*d now. further, intervention eervlcee 
muet be strengthened end coordinated to aeeure eppropriate treetment for children 
end famillee end timely proeecutlon for offenders. The coordination between - 
•ervice providere end legel pereonnel ie eepecielly cruciel eince, in the peet 
6 monthe, we have been eeeing far more eexuel ebuee of Indien children come to 
light. 

We do not have the reeourcee or pereonnel to meet theee neede. In feet, thie 
yeer (FY 86) we heve loet numeroue key reaourcee end pereonnel due to budget cute. 
Further, we heve never hed the reeourcee or fecilitiee to properly proeecute, incer- 
Cerete end treet offend ere. 

We ere eelclng for federel legielation to provide the vehicle for developing theea 
reeourcee at the locel level; 1) on-going prevention end •ducetion ef forte to end 
the cycle of child abuee and neglect; 2) an incerceretion fecility end reeourcee 
for eppropriate Intervention, including proeecutlon and treetment, end 3) clerifi- 
catlon of jurisdiction iaeues between tribel courte, the Stete, end the U.S. Attor- 
ney^ e Office fo ."ireure timely end eppropriete legel reeponee. 
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II8HT lOITIIII IIDIII PUIBIOI COOIOIL 



P.O.Box 909 
San Juan Puablo. Naw Mtxico 87668 
(608) 882-4268 



By addreaslnt child abuce and naglecc in our Indian cosmiunlclea, we will b« 
following the aplrlt of S. AOO by "Improvlnir tha haalth and wall-being of 
Indiana" aa well ae "reducing medical expenaea of Indian people" over time. 
These prevention and intervention af^orCa Co end the cycle of child abuae and 
neglect will enhance and aCrengthen the health promotion iaauaa liatad in S. 400 » 
particularly reduction In the miauae of alcohol and druga, itQprovenent of nutrition, 
and control of ctreaa. 

Thank-you for thia opportunity to teat If y on child abuae and neglect on behalf 
of our Indian children. 
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EIGIT lOBTlill INDIAI PDEBIOI CODICIL 

P.O. Bpx9e0 
San Juan Puablo, Naw Mtxtco 87566 
(606) 682-4266 

84 RESOLUTION # 2^ 

WHEREAS, the Eight Northern Govarnora r«cogr.iz« zh% need for teiriporary 

placement of Indian children In Indian f otter homes; and, 

WHEREAS, the Community SCAN (Suipectcd Child Abuae and Neglect) Team of 

the Santa Fe Service Unit (SPSU) , Indian Health Service, hai 
Identified 51 caiei of child abusa and/or neglect lince D^camber, 
1982; and, 

l-JHEREAS, Child Abuie and Neglect has been shown to be Inter-related to 

wife battering, alcohol and drug abuse, marital conflict and 
juvanlle deliquency; *nd, 

WHEREAS, the SCAN Team has experienced reluctance on the part of extended 

family members to place relatives' children to their homes; and, 

WHEREAS, Indian children are being place inappropriately in institutionalised 

settings; and, 

WHEREAS, the SCAN Team and other agencies have experienced lagai and juris- 

dictional pro?3lem9 with the Tribes of New Mexico; and. 

Whereas, the Indian Child Welfare Act mandates that Indian foster home place- 

ments be daveloped and utilized. 

NOW, THEREFORE BE IT RESOLVED that the Eight Northern Governors endorse and fully 
support the Community SCAN Team's efforts to develop a foster c*re 
plan and recruit and train Indian families for foatar care placements. 



CERTIFICATION 



The foregoing resolution was duly considered and adopted at a meeting of the Eight 
Northern Governors on y^?^ . 1984, at which time a quorum was present 

an d ^ v oted for an d o pposed. 



ATTEST: 
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SANTA CLARA 

POST OFFICE BOX &«0 
(50SI 753-732« 




INDIAN PUEBLO 

ESFANOLA. NEW MEXICO 
17532 



iiSOLUTlON /OO. H3 

WHEREAS, The Social Strvicts Program oT Santa Clara has been experltncing an 

Incrtast of reported child abuse casas and oT child saxual abust cases, and 

WHCRSAS, The primary task in responding to child abuse and child sexual abuse cases 

require child protection and legal prosecution, and treatment resources, and 

WHEREAS, A Multi-Disciplinary Team (KDT) is essential to deal with child sexual 

assault cases where proTessionals review the cases and work cooperatively to 
improve case management, and pursue the legal enTorcement requirements of 
prosecution and/or treatment, and 

WHEREAS, Members of the MDT should participate in on-going training regarding the 
dynamics of chi-ld abuse and neglect and child aexual abuse issues t md ofl 
cognizant of current treatment approachea and current legal prosecutior. 
modalities, and 

WHEREAS, The membership in the MDT should include persona who have been previously 
responsible for child protection and services, and that each team member 
shall have the authority to make decisions end cofflffiitmcnts for their 
respective agencies. (MDT Organization Flow Chart atta^ihed). 

NOW THEREFORE, BE IT RESOLVED, That the Santa Clara Tribal Council authorized the 

formation of the Multi-Disciplinary Team in order to systematically respond 
to child abuse and naglect and sexual abuse and that the MDT will include 
members of the child protection syatem (social services}, crlminel Justice 
syatem (law enforcement), treatment end educational programs (BIA, PHS, and 
state resources), and 

BE IT FURTHER RESOLVED, That the MDT shall deal with child sexual assault ceses and 
child abuse and neglect cases where a viable approach towards Improvement 
of case management, and whore a access to reservoir of professional 
knowledge is in the community, and improved liaisons with consultants are 
utilized to provide child* protection, legal prosecution and recommended 
treatment when and whore warranted. 



We, the undersigned as (Sovernor of Santa Clara Pueblo, do hereby certify that the 
foregoing resolution was adopted by the Santa Clara Pueblo Tribal Council at a duty 
colled mooting on SgpV. ^ . 1965 at which time a quorum was present and the vote 
in favor and 



was 



opposed. 



9^ 
Lawro 



Singer, Oo^/ernc 



Lawrence P 

Santa Clarif Puorblo 
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On Bdioli 

comumrv health KEPHESEmrm program 

Tfie CommyUty HznUh RopM^^niativ^ pioQ^m hew been a \}lahtz and 
wcceA^o/Li/ pKQQfim iincz 1^69 when ^ i>i/ut 6eaa«. Thl& pKogKom ^4 endanger 

io-tfUng thz KziandLLng doti not occuA ioK tho, coming ije.ffAi>, Many 
viable, 6QJivlce.i havz been p/Lovidzd io^ thz Jndixm popuZcuUon on thz 
KQ^QAvauUonA which nangz i^om home vi&iJtt to health tdacation, Vi6iJi&£, 
p^£,ve.ntion <tnd conVtoi ouiz pfiovidtd, lOiXh the. continued ^ottOMip ^e^v-tceA 
and monijto^ing cJUe.nt6 ioK thi mtdicaJi p^ovidz/u, I needed i^Uth thU 
testimony oaq, ^truUbticaJi dcuti that hoi, been ^abmittzd by the. Eight: 
\4ohXhVin Community HzatOi RepA.e4eitt^Ltcue4 on the. 6eAviQ.a, that thzy ah.z pro- 
viding. 

li tkU pKOQKom i& cut a6 it l& p^z^zntty pKopohzd, major changes in 
thz hzalth oi ou/l people ujoald occuA.. Iniant montatity muld probably 
be ieen cLQcUn, thoAe. loould be an ^cAe^^e oi cU^eoie 6uch at kypeAtzniiion 
and cUobeteA ottt oi cont/tol. The. izvvUty oi i\\juju.zM due to acCAAznt^ miUd 
ri^z without tkU przvtntion prognm, It i6, the. C/^Ra* provide vneAgej/icy 
coAe. ior thz injareji and tkz itl and without thejn, the. traum woaZd become 
mo/ie. 6e.veAt without the a66l&taAce oi the provijding stabilization. 

'$eAvice/> provided by the. Public Hejolth WuAAe cooid not pohUbly curd adequateltj 
me.ejt the health need* oi the commnitie^, since these pd^oKS aAe Limited in 
the time that they spend in the comanitits. VaXly contact in thz coiminities 
uiouJtd be. impossible. 

Transportation Is atso an essential part oi the services that ate provided 
Sincz many oi our people do not have transportation available to gtt thtm to 
a medical iaoAJbUy ior needtd medical ca^e. 
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STATISTICAL DATA FOR THE COmUNlTy H55ALTM REPRESENTATIVE PROGRAM FOR THE 
MONTHS OF OCTOBER THRU MARCH 



Home visics - Over 7.000 home visits have been provided 

by 33 CHRs' for the follow-up *nd monitoring 
of illnesses or diseasa* for cai« findin99 
of new illnesses or disease. 



Interpretation 



Referrals from - 



Deliveries 



Counsel ing 



The CHR'8 provide interpretation to those 
clients not understanding the English language, 
medical directions and advise, and the directions 
on how to take medication that is prescribed. 

Over 1,000 referrals from medical providers 
have been received that the cHRs' have taken 
care of for the monitoring or checking up on 
clients for the physicians. 

Over 1200 deliveries have been made by the 
CHRs' which consist of delivering appointments, 
medication, medical supplies, information from 
III5 that keep clients up to date on medical care 

and information . 

The CHRs' have provided over 2,000 counseling 
encounters that range from group encounters, 
assisting families with coping with stress and . 
probloms experienced in the home, and individual 
counseling with clients suffering from stress, 
alcoholism and substance abuse, and other mental 
health disorders. 



Health 
Education 



The CHRs' are providing health education to over 
2«000 clients. Education in the health areas 
such as safety, hypertension, diabates, dental 
care and many mere areas of health are being 
covered. 



Follow-up 
Services 



Referrals to 



Transportation - 



CHRs' are providing more than "2,000 follow-up 
services to clients checking up on illnesses 
or disease for closa monitoring to prevent serious 
problems from occurring. 

The CHRs' have referred more than 3,000 clients 
to a medical facility for medical care because of 
illnesses that need medical attention, accidents 
that have caused injury, and for the medical 
follow-up of diseases such as hypertension control. 

Many clients do not have transportation accessible 
to them and rely heavily on the CHR program for 
needed transportation to the medical facilities. 
Over 3,000 clients have been provided transportation 
services. 
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personal Care - Thlt aroa contitta of providing aervicoa guch 

at daily paraonal hygiana to thoac cliantt thnt 
ara handicapped, or bacauae of iJinosa cannot 
taka care of thamialvat without some asslstanco. 
Also provided ara tho checking of vital signa 
and blood praaaurai because of illneaaet or 
diaaaaa. The CHR'a ara alao providing foot 
care for the diabetics with the wcuKlv checKinc} 
of feet of the diabetic to prevent-, serious 
medical problems of the diabetic. Over 1«500 
services have been provided in thii$ area. 

Screening - Thia is an area that the CHR will do dally to 

prevent health problems. Either by the checkinci 
of blood pressures or having community progrnmcs 
set up for the screening pf other diseaaea or 
problema. This is also used for »cifoty' prevoi^tion. 



Emergency - The CHRs* provide emergency medic.il care in tho 
Medical Svcs. communities whenever and injury has occurred. 

They are either firat cespondors or EMTa" th.it 
work closely with tho ambulance services in tholr 
areas. The majority of the ChRs' man these 
ambulance services as a part of their daily job 
description. 



The cURs' have very busy schedules as you can sea. The avoraiic; 
number of miles that a program puts on their vohi'vles ooch moni.h 
range from 700 to 2,500 miles per month. Most CHR's work over 
the 40 hours per week that they are getting paid fwr with no typa 
of compensation for the extra hours that they givcr to their 
communities. 
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Senator Bingaman. We have two additional witnesses, Bruce 
Leonard, with Zuni, the Zuni Public Health Service Hospital. 
Bruce, if you could go right ahead. 

STATEMENT OF BRUCE LEONARD, HEALTH EDUCATOR, ZUNI 
PUBLIC HEALTH SERVICE, HOSPITAL OF THE INDIAN HEALTH 
SERVICE, ZUNI, NM 

Mr. Leonard. Senator Bingaman, Senator DeConcini, Represent- 
ative Richardson, I would like to thank you for inviting me to testi- 
fy at this important hearing. My name is Bruce Leonard. Tm work- 
ing for the Indian Health Service as a health educator. 

In the last 40 years, the prevalence of diabetes on Indian reserva- 
tions has evolved from a rarity to a full-blown epidemic. The aver- 
age white American has a l-in-20 chance of developing diabetes. 
The odds among American Indians is 1 in 4. 

In Zuni, it is estimated 1 out of 3 adults over the age of 35 have 
developed diabetes. Diabetes is a chronic metabolic disorder which 
affects the body's ability to metabolize food and energy. 

Among Type II diabetics, there are not insulin receptors in the 
cells to absorb the glucose which is produced. The unused glucose 
accumulates in the blood to unhealthy levels, and it leads to very 
devastating complications. 

In 1971, 55,000 outpatient visits to the Indian Health Clinics na- 
tionwide were attributed to this disease. In 1983 this number 
soared to a 154,000. 

Diabetes is a leading reason for outpatient visits in Zuni last 
year. Among the complications that are caused by diabetes is 
kidney failure. In 1973 there was one case of kidney failure end- 
stage renal disease in Zuni. In 1984 there were 20 cases resulting 
in a cost of a service unit of $500,000 or $25,000 per patient 

Other complications attributable to Type II diabetes are retinop- 
athy, stroke, coronary disease and nerve damage. These complica- 
tions are occurring at an accelerating rate and will continue to be 
more costly to the IHS system. 

The encouraging news is that Type II diabetes is a disease that 
can be prevented and controlled. Doctors have always known that 
obesity increases the risk of developing Type II diabetes. Now it is 
also known that weight loss somehow reduces blood sugar levels by 
increasing number of insulin receptors. 

I would like to share with you a Zuni Diabetes Project that has 
been in operation sine July 1983. It is an exercise education pro- 
gram which consists of five aerobic exercise classes a week. These 
classes are 45 minutes to 60 minutes in length and include exer- 
cises choreographed to popular music. 

These exercise classes are supplemented by educational classes 
which provide information about physiology, nutrition, exercise 
and other diabetes-related topics. 

Over 200 Zunis are participating in classes. Fifty of these individ- 
uals have experienced an average weight loss of 15 pounds. Twenty 
diabetics have been taken off insulin and now report normal blood 
sugars. 

Since all Zunis are at risk of developing Type II diabetes, this 
class provides both primary and secondary prevention. Those Zunis 
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who are participating and lose weight through exercise decrease 
their chance of ever developing diabetes. And those diabetics that 
exercise and lose weight, can often control their blood sugars with- 
out medication and prevent possible complications in the future. 

This class has served as a catalyst of the development of other 
aerobic exercise classes and fitness activities in the Zuni communi- 
ty. When this class started in July 1983 there were two other 
weekly community aerobic classes available. 

As of today, June 1, there are now 46 aerobic exercises classes 
available in Zuni a week. Many of those classes are being conduct- 
ed at work sites that employ the largest numbers of Zunis. There 
are nine exercises classes a week offered at the Zuni Indian Hospi- 
tal. Five classes a week are held for tribal employees. Daily classes 
are available at three different school sites. 

In addition to these work site locations, aerobic classes are avail- 
able to special population groups. There are three classes a week 
offered for senior citizens, three classes a week offered for sub- 
stance abusers. Most of these classes are all conducted by volun- 
teers. 

Classes are offered every evening and on weekends for anyone in 
the community that is interested in participating. The Zuni fitness 
series is in its second year. It consists of five monthly road races, 
which last summer attracted 1,200 participants. We had our first 
road race. Two weeks ago we had 260 participants, and Fve heard 
that Senator Biiigaman is going to have a team coming to Zuni in 
August of five members to compete in a relay that will go com- 
pletely around the reservation. I think you can talk to your aide. 

Senator Bingaman. Fm glad to hear about that. 

Mr. Leonard. Each event includes a 2-mile noncompetitive fun 
run-walk along with a variety of other competitive distances. These 
activities not only serve to prevent and control diabetes, but effec- 
tively prevent heart disease, stroke, gall bladder disease and some 
forms of cancer and a wide range of other obesity-related diseases. 

Increases in physical activity can also serve to promote health. 
As the individual's self image improves, and loss of weight in- 
creases energy, there can be a decrease in the dependence of alco- 
hol or drugs, and we have seen that in Zuni as a result of these 
programs. 

The Zuni Indian Hospital Exercise Program has demonstrated a 
27-percent decrease in absenteeism for those participating in these 
programs. I think these programs demonstrate both a cooperative 
effort of both the Indian Health Service and the tribe. We work 
very actively with CHR's and other tribal health agencies in coop- 
eration to put on these programs. 

The Community Disease Prevention and Health Promotion Pro- 
grams can work. And I hope through the passage of S. 400 we will 
have the moneys to support these kinds of community prevention 
programs. Thank you. 

Senator Bingaman. I gather the next witness is Larry Curley. I 
see Larry right back here. Maybe somebody could make room here 
at the table so Larry could go ahead. Thank you very much for 
that testimony. 
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STATEMENT OF LARRY CURLEY, EXECUTIVE DIRECTOR, 
LAGUNA RAINBOW NURSING CENTER AND ELDERLY CARE 
CENTER, NEW LAGUNA, NM 

Mr. CuRLEY. Senator Bingaman, Senator DeConcini, Congress- 
man Richardson, it's good to be here to talk with you one more 
time. I would like^ to right off at the very beginning, you have my 
testimony, what Td like to do is just talk with you to share with 
you my thoughts and my concerns on the bill that you have intro- 
duced. 

I believe it's a very good bill. I think it has some very good provi- 
sions. My name is Larry Curley. I am the exe'-utive director of the 
Laguna Rainbow Corp. The Laguna Rainbow Corp. is a nonprofit 
private organization that provides a total realm and continuum of 
health care services to the elderly people in the Pueblo Laguna. 

Going back to the bill, I think it's a very good bill. I think it has 
some very good provisions. The question that I have is referring to 
elderly people. Now that we've kept them alive longer and are 
keeping Indian people alive longer, what do we have to offer them? 
I think the Indian elderly in this country, and I think there were 
some statistics that were cited earlier that indicate that Indian 
people at the age of 45 begin to exhibit characteristics typical of 
older non-Indians at age 65. In other words, Indian people get older 
faster and sooner than their non-Indian counterparts. 

I run a nursing home on the Pueblo of Laguna, a 25 bed interme- 
diate care facility. Of those 25, approximately 70 percent of that 
population have been diagnosed as having diabetes, and that it is 
the primary reason for their being placed in the ICF. 

Second, 25 percent of my population are there because of alcohol- 
related problems or alcohol abuse in their younger years. 

Forty percent of my elderly population within the nursing home 
are there diagnosed as having organic brain syndrome. And those, 
basically, are related to either head iryuries or as an effect of pro- 
longed alcohol abuse. 

I find that in running the nursing home that the average age of 
my elderly people in that nursing home is 82, with the oldest being 
107. 

I'm sure if we could figure out how she did it, we wouldn't be 
having this hearing, Mr. Chairman. The youngest one is 61. In 
terms of wellness and health, I believe that the key is good nutri- 
tion. 

And I think one of the questions that you asked earlier. Senator 
DeConcini, I believe the key to a lot of the problems related to dia- 
betes is better nutritional education. I believe that the services that 
are provided to elderly people to keep them out of nursing homes 
are very, very much needed. I think the key to programs on Indian 
reservations to keep elderly people well and out of nursing homes 
is title 6 of the Older Americans Act. 

However, I think in your State, Senator DeConcini, the State of 
Arizona, and the Indian tribes under the Title 6 Program have lost 
close to $100,000 in title 6 moneys. 

In the State of New Mexico, Senator Bingaman and Representa- 
tive Richardson, we have lost $100,000. How can we keep our elder- 
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ly people well when the amount of moneys that are necessary to 
keep our elderly people well are being cut? 

The $10,000 that the pueblo of Laguna lost represents to me, 
5,000 meals, an average of about 100 meals a week that we lose in 
that community. And that's a lot 

And when you begin to take a look at the cost of services, we 
find in the pueblo of Laguna that providing counseling services, in- 
formation and referral services, chore services, home health serv- 
ices, and other supportive services, that we served 300 elderly 
people last year at a cost of approximately $5.56 a day per person 
compared to the nursing home costs of about $72 a day. 

Obviously, it seems to me that it is cost efficient, it is more 
humane to provide services outside of an institutional setting. I do 
also want to share with you. Senator Bingaman, in the State of 
New Mexico, we have roughly 8,000 elderly Indians in the State of 
New Mexico, and they say, "they say" meaning researchers, that 
14 percent of that population at any given point in time are at risk 
of being institutionalized. And that 14 percent, Mr. Chairman, rep- 
resents about 1,064 elderly people in New Mexico who are going to 
end up in nursing homes if those supportive services are not pro- 
vided. 

At a cost of $38 a day, Mr. Chairman, that's a cost of $40,432 a 
day. Annualized, that's $14 million. 

I believe, Mr. Chairman, that the $100,000 in cuts that the State 
of New Mexico took in title VI should be reinstated and brought 
back into the State to at least begin to cut down on the potential 
costs that these kinds of cuts are going to have in our community. 
Thank you. 

[Mr. Curley's prepared statement follows:] 
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LAQUNA RAINBOW CORPORATION 

LAGUNA RAINBOW NURSING CENTER 
& ELDERLY CARE CENTER 

SrATeMSNT MADE BY 1 



LARRY CURLEY/ EXECUTIVe DIRECTOR 
LAGUNA RAINBOW CORPORATION 
New LAGUNA, NH 



ON: 

JUNE 1, 1985 
GALLUP, NM 

U.S. SENATE SPECIAL COMJ-HTTEG ON 
INDIAN AFFAIRS FIELD HEARING 



P.O. Box 235 • N»W Laguna, New Mexico 87Q28 • {505} 552-6034 
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r,00[> MOKNING^ MR. CHAIRMAN ANP OTHRR Mf!hB5R5 QF THE t>ltNATti 
5MCC1AL COMMTTTRC ON INDIAN AFFATRS, IT 15 A PLCASURC TO 
HF.nr, WITH YQU TODAY TO SHARE WITH YOU, OUR THOUGHTS AND PEEL- 
INGS ON THE SUBJECT OF THIS HEARING. 

MR. CHAIRMAN^ MY NAME IS LARRY CURLEY. 1 AM THE BXffCUTIVC 
Ul RECTOR OF TMR UA«5UNA RAINBOW CORPORATION, A NON-PROP 1 T ORG- 
ANIZATION r.HARTRRro »Y THK PUCDLO OF UAGUNA TRIBAL COUNCIL TO 
PROVIDE FOR THF TOTAL NEEDS OF THE ELDERLY RESIDING ON THE 
PUEBLO OF LAGUNA, THERE ARE 612 ELDERLY ACE 60 AND OVER ENROLLED 
ON THf: CENSUS ROLLS OF THE PUEBLO. IN ADDITION, THERE ARE AN 
ADDITIONAL HOO BETWEEN THE AGES OF 50 AND 59. THIS, OBVIOUSLY 
CePRESeNT$ rUtUKH CLOef^LY THAT THE CORPORATION NEEDS TO BEGIN TO 
PLAN FORWARD TO. I 'AM ALSO QUICK TO ADD THAT THIS SITUATION IS 
NOT A MONOPOLY OF THE LAGUNA PUEOUO. ACCORDING TO THE NEW MEX- 
ICO STATE OFFICE ON AGING AND THE 1980 CENSUS BUREAU^ OF 
NEW MEXICO'S ELDERLY POPULATION IS INDIAN, IT WOULD DE SAFE 
TO ASSUME THAT THIS POPULATION NUMBERING 7,071 IN 1980 HAS IN- 
CREASED BEVONDL 8^000 IH 1985. iN 1970, THE INDIAN ELDERLY OF 

THIS COUNTRY NUMBERED 6^^ 000 IN 1980, THIS POPULATION GREW 

TO A TOTAL POPULATION OF 109^000! eY THE YEAR 1990, THIS POP- 
ULATION WILL EASILY EXCEED 200,000, 

IT IS PLAIH TO SEE, MR. CHAIRMAN AND MEMBERS OF THIS COMMITTEE, 
THAT THE TiMR TO REGIN TO PLAN, DEVELOP, AND IMPLEMENT SERVICES 

15 NOW. I DO NOT BELIEVE WE CAN AFFORD TO WAIT BECAUSE Ir 

WE DD, THE 5C0PE AND .1YRIAD OF PROBLEMS ASSOCIATED WITH THE PRO- 
VISION Of SERVICES TO THE ELDERLY WILL BE So PERVASIVE AND ACUTE^ 
THAT THE COST WILL BECOME A PIVOTAL BASIS FOR MAKING THESE COM- 
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THE LACUNA RAINBOW CORPORATION, AS I STATED EARLIER, HA5 B^EN 
CHARGED WITH THE RCSPONSIBILITY BY THC FUEBLO Oh" LAGUNA TO PKO*« 

A COMPREHENSIVE ARRAY OF SERVICES TO THE ELOERLY OF THE 
COMMUNITY. THESE PROGRAMS ARE DESIGNED TO ENHANCE THE INDIAN 
CONCEPT OK "THE FAMILY" AND "THE COMMUNITY". WE OELlCVB, THE 
PR»»FRRftKf> $TTF OF SFRVTCE DELIVERY IS THE HOME AND THEREFORE, 
THE SERVICES THAT ARE DEING PROVIDED BY THE LAGUNA RAINBOW CORP- 
ORATION ARE DESIGNED TO ALLOW THE ELDERLY TO REMAIN IN THEIR 
■OWN HOMES AND COMMUNITIES. BY PR0V.TDIN6 SERVICES IN THE HOMES 
OF THE ELDERLY, THEY CAN REMAIN A VITAL, FUNCTIONING AND CON- 
TRIBUTING MEMBER OF THE COMMUNITY. 

WE BELIEVE THAT THIS EFFORT TO BEGIN TO CONCENTRATE ON THE PRO- 
MOTION OF WELLNESS AND PREVENTION 15 A CONCEPT THAT WE, AT THE 
CORPORATION, HAVE EXPENDED TREMENDOUS AMOUNTS OF ENERGY AND EF- 
FORTS TO REALIZE. THE IDEA OF WELLNESS AND HEALTH WITHIN THE 
INDIAN COMMUNITY IS NOT A FOREIGN CONCEPT, INDEED, IT IS A CON- 
CEPT THAT IS AT THE HEART AND ESSENCE OF B^ING INDIAN, IT IS 
A Concept that £NC0MPA$$ESS NOT ONLY PHYSICAL WELL-BEING, BUT 
INCLUDES THE SPIRITUAL ASPECTS, AS WELL. I BELIEVE, MR. CHAIR- 
MAN, THAT TOO OFTEN FEDERAL AGENCIES AND DEPARTMENTS DIVIDE THE 
INDIVIDUAL INTO A VARIETY OF SEPARATE SPHERES AND ASSIGN THESJl 
TO DIFFERING AGENCIES AND DEPARTMENTS. THUS, THE INDIAN COZ-iMUNfTY 
HAS TO GRAPPLE WITH PUTTING THESE PIECES BACK TOGETHER AT THE LO- 
CAL LEVEL. ,50METIMES IN SPITE OF REGULATORY RESISTANCE. IN. THE 
END OF THIS PROCESS, WE USUALLY END UP AQUTESCING TO THE POWER. 
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THE LAGUNA RAINBOW CORPORATION PROVIDES AN ARRAY OF SERVICES THAT 
RANGE FROM THE COMMUNI TY-&ASEO NONINSTlTUiroNAL SERVICES TO THE 
PROVISION OF NURSING HOHC OR IN^TI TUTIOMAL CARE. IN TMfe AREA OF 
COMMUNITY-CASED CARE, THE CORPORATVOW PROVIDES THE FOLLOWING SER- 
VICES: INh-ORMATlON AND REFERRAL, OMBUDSMAN, CONGREGATE MEALS, MEALS 
ON WHEELS, HOHE-DELIVERED MEALS, CHORE SERVICES, PERSONAL CARE, COUN- 
SELLING, TRANSPORTATION, RECREATION, PHYSICAL FITNCSS, EDUCATION, 
TRAINING, ADVOCACY, SENIOR COMPANION PROGRAMS, OUTREACH, LEGAL , 
AND A UICKNStD MCDI CAID/MEOTCARE HOME HEALTH AGENCY. TO COMPLEMENT 
THE5E SERVICES DESIGNED TO XEEP ELDERLY IN THBIR OWN HOMES AND C0?4- 
MUNITICS, THE CORPORATION ALSO PROVIDES NURSING HOME CARE IN THE 
FORM QF A ?5-BED I NTERMliD 1 ATE CARE FACILITY, THIS FACILITY IS ALSO 
LIC5N5I:D AND CtRTIFlED TO PARTICIPATE IN THE STATE'S MEDTCAIO PRO^ 
CRAM* TMt AVERAGE AGE OF THE ELDERLY RESIDING WITHIN THE NURSING 

HOME IS 82 YEARS OF ACE, THE OLDEST IS lQ7 YEARS OLD IF ONLY 

WC KNEW HOW sue DID IT, MR. CHAIRMAN, .WE WOULDN'T BE HOLDING THIS 
HEARING! TH(f YOUNGEST PERSON IN THE FACILITY rS6a'YEARS OLD. IT 
IS NOT UNCOMMON FOR THE ELDERLY WHO ARE ADMITTED INTO THE FACILITY 
TO HAVE MULTIPLE DIAGNOSIS'. ^HOWEVER, APPROXIMATELY 75* HAVE BEEN 
DIAGNOSED AS HAVING DIABETES; APPROXIMATELY kO% HAVE SEEN DIAGNOSED 
AS HAVING ORGANIC BRAIN SYNDROMeCoBS); AND APPROXIMATELY 25% HAVE 
HAD HISTORIES OF ALCOHOL ABUSE. AS A RESULT, THE FACILITY DEVOTES 
MUCH OF ITS TIME TO TREATING DISEASES AN'D CONDITIONS THAT COULD'VE 
BEEN PREVENTED OR WHOSE SEVERITY OOULd'VE BEEN LESSENED HAD THSRE 
BFEN TIMELY INTERVENTION, 

TN 1984, THE LAGUNA RAINBOW CORPORATION COMPLETED A STUDY USING THE 
OUKE UNIVERSITY-DEVELOPED OARS RESEARCH INSTRUMENT, W^ ARE CURRENTLY 
UTILISING THAT STUDY TO DETERMINE SERVICE PACKAGES THAT WILL EE NEEDED 
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BY LAOVNA'5 lUTUKt LLPCRLY. THAT STUl>Y INCLUDED THOSE BFTWFFN TME 
AGES 01- 50 AND Ji9 AND BY DOING 50, IT PROVIDES A PICTURE OF WHAT 
THEIR CONOriiONii ARE ANH ALLOWS THE CORPORATION TO PROJECT THE RATE 
OF DETERIORATION OF THCTR FUNCTTONAU ABILITIES. HOPCrULLY, THIS 
WILL ALLOW THE PUEBLO OF LAGUNA TO BECOME PREPARED TO MEET THE NEEDS 
OH lOliORROW^S ELDERLY, Tht$ J^CSCARCH INSTRUMENT MEASURES TME ELDERLY 
IN ItKMS UF THEIR FUNCTIONAL ADTLITY IN THH AR^AS OF SOCIAL WELL- 
BtlNG, ECONOMIC WELL-BEING, MENTAL WELL-BEJNO, PMYSICAL WELL-BEINC, 
AND ACTIVITIES OF DAILY LIVING. MR. CHAIRMAN, THIS INSTRUMENT 
MEASURES THE TOTAL INDIVIDUAL AND HAS BEEN USED IN CLEVtUANO OY 
THE GRNCRAL accounting OFFTCE AND THE NATIONAL INDIAN COUNCIL ON 
AGING ON A NUMBER Of RESERVATIONS ACROSS THE COUNTRY. IN TERMS OF 
COMPARABILITY, THF STUDIES INDICATE THA'^ INDIAN PEOPLE AT AGE ^5 
OtGlN TO EXHIBIT FUNCTIONAL IMPAIRMENTS THAT NON-INDIANS DO AT AOH 
051 IN OTHER WORDS, INDIANS "AGE" FASTER AKD EARLIER THAN NON-lN- 
PIANS. THE STUDY IN LAGUNA UTILIZING THIS SAME SURVEY INSTRUMENT 
iNDlCAltS THAT THF LAGUNA ELDERLY ARE IN BETTER CONDITION THAN THE 
TWO POPULATIONS REFERENCED "cARLlER. IN TERMS OF MEDIAN SCORE^^, TME 
NATIONAL INf>lAN COUNCIL ON AGING STUDY WAS TME CLEVELAND STUDY 

WAG 3.?..0; WHILE Tht; UGUNA STUDY WAS 10.5, IN THIS SCORING SYSTEM, 
A SCORE OF "S" IS EXCELLENT AND A MAXIMUM OF "30" IS TOTALLY DIS- 
ABL{;P. I DO DELILVE THAT THE RESULTS OF OUR STUDY INDICATES THE 
ADVANTAGES OF PROVIDING A COMPREHENSIVE ARRAY SERVICES TO THE ELDERLY 
THAT 15 DtiSlGNLD TO PREVENT INAPPROPRIATE OR PREMATURE INSTITUTION- 
ALIZATION. NOT ONLY DOES THIS REFLECT IN THE TOTAL WELLNESS OF 
THE ELDERLY; BUT THE COST OF PROVrDrN& TME3E SERVICES HORt THAN dUST- 
IFJtT* THE COSTS OF INSTITUTIONALIZATION. TME CORPORATION, IN 1^8^!, 
PROVIDliD CUMMUNTTY-RA5E0 SERVICES TO 300 ELDERLY INDIVIDUALS AT A 
COST OF $5.5^ PER PERSON PER DAY. NURSlNO HOME CARE COST APPROXI- 
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HATELY $79.00 PER PERSON PER DAY.' OBVIOUSLY THC PlHANClAL CON- 



HAD THERK BCCN EFFECTIVE AND TIMeLY TNTERVENTTON . 

HEALTH PROHOTTON IS A HUMANE AND APPROPRIATE RESPONSE TO THE 
CONDITIONS OF OUft ELDERLY* OF THE 6; 000 INDIAN ELOfif^LY IN NEW 
MEXICO, UOO ARE IN NURSING HOMES COSTING AN AVERAGE OF $36 PER 
DAY OR $5.5 MILLION A YEAR). Th^RE ARE AN ADDITIONAL 1,120 WHO 
ARE CONSIDERED ''AT RISK" OF UElNG INSTITUTIONALIZED IF SUPPORTIVE 
SERVICES ARE NOT PROVIDED. JF; MR*. CHAIRMAN, ALL OF THESE ARE PUT 
IN NURSING HOMES BECAUSE OF THE LACK OF SUPPORTIVE SERVICES SUCH 
AS COUNSELLING; HOME HEALTH CARE, CHORE SERVICES, TRANSPORTAT lONy 
MEAL5-ON-WHEE-L5; PHYSICAL FITNESS PROGRAMS, OR TIMELY HEALTH 
CARE, THE COST GF THIS OVERSIGHT IS $ 1 5 ; 53ft , 40 0 . 00 A YEAR.' 

YET, AS WE TALK WITH YQU TODAY MR. CHAIRMAN, TITLE VI OF THE OLD- 
ER AMERICANS ACT 15 SERIOUSLY IMPACTED QY THE AUSTERI TY-MINOED 
IN THE NATION'S CAPITOL. IN NEW MEXICO ALQNE, THE TITLE VI GRANT- 
EES HAVE SUFFERED A $100,000 CUT FROM LAST YEAR'S, ARIZONA GRANT- 
EES HAVE SUFFERED A $100,000 CUT .HOW CAN WE KEEP OUR ELDERLY 

W^LL WHEN THE VERY PRCGRAMS THAT HAVE KEPT THEM FROM ENDiNG UP IN 
NURSING HOMU ARb DEING CUT? HOW CAN WE K^EP THEM ALIVE AND FULLY 
FUNCTIONING IN OUR SOCIETY WHEN THE AGENCIES AND DEPARTMENTS THAT 
ARE, BY LAW^ SUPPOSED TO HELP, STAND BY AND SAY THAT IT IS NOT 
THEIR RESPONSIBILITY? 

WE, AS INDIAN PEOPLE WHO WORK AND LIVE FOR OUR ELDERLY/ REQUEST 
THAT THE FUNP5 THAT ARE NECESSARY TO IMPLEMENT TH^ COALS OF THE 



SEQUENCES AP.F STARTLING. 



AS J'VE STATED BEFORE, A LOT OF THESE 



CONDITIONS COULO HAVE SEEN TREATED ANO EVEN POSSIBLY CORRECTED 
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SUBJECT OF* THTS HEARING IS A MUST AND hJeC!;SSARY ACTIVITY. THC 
RBGIONAL OFFICES OF TH5 ADHl NT STRATI ON ON AGCNG RECENTLY NOTIFIED 
THE STATlL 01' NtW MEXICO THAT THCY WERE MAKING AVAILABLE $2,000 TO 
THE STATE TO COKOUCT HEALTH PROMOTION ACTIVITIES. OF THIS, $1/000 
IS 5EINQ MADE aVAIUAOLC TO TMC 21 INDIAN TRIBES IN THE STATE. THIS 
AVERAGES OUT TO $i*7.$2 PER TRIBE! 

rJNAUUY, MR. CHAIRMAN/ IN THE RECENT AMENDMENTS TO THE OLDER AHtft- 
ICAN5 ACT^ THE COMMISSIONER ON AGING INDICATED A COMMITTMENT TO THE 
RSIAULISHMENT OF A SPECIAL ASSISTANT TO THE COMMISSIONER POSITION 
THAT WOULD SERVE AS T.HE INDIAN FOCAL POINT WITHIN THE ADMINISTRATION 
ON AGING. WE BELIEVE IT IS TIME TO FULFILL THAT COMMITTMENT. 
IT 15 ALSO TIME; MR. CHAIRMAN^ THAT THE CONGf^ESS OF THE UNITED 
STATES BEGIN ITS EFFORTS TO ESTABLISH AND IMPLEMENT A NATIONAL IN- 
DIAN AGING POLICY AGAIN, A POLICY THAT WAS TO HAVE 6EEN OC- 

VeLOPeP BY THE PALL Of 1992. WE THE TNDI'AN COMMUNITY HAVE DEVELOP- 
eo THAT POLICY. WE DELIEVE THAT THiS POLICY IS NECESSARY TO ENSURE 
THAT ALL DEPARTMENTS AND AGENCIES Of THE UNITED STATES GOVERNMENT 
REALlZb FT HAS A RESPONSIBILITY TO MEETING THE NEEDS OF OUR ELDERLY. 

IN THIS MANNER, THE ENTIRE HEALTH AND WELLNESS AS DEFINED BY OUR 
INDIAN PEOPLE/ WILL CE MAINTAINED ANO STRENGTHENED. OUR INDIAN 
PEOPLE WILL BE HAPPIER AND ENJOY LIFE IN A FULFILLING MANNER, 



THANK YOU MR. CHAIRMAN AND MEMBERS OF THE COMMITTEE FOR THE OPPOR- 
TUNITY TO TALK WITH YOU ANO SHARE MY THOUGHTS, 



\ 
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Senator Bingaman. Thank you very much, Larry, and I gather 
we have some testimony from Joe Little before we open up to ques- 
tions here. Joe is with the State Office of Indian Affairs and will be 
the last witness on this. 

STATEMENT OF JOE LITTLE, DIRECTOR, NEW MEXICO OFFICE 
ON INDIAN AFFAIRS, SANTA FE, NM 

Mr. Little. Senator DeConcini, Senator Bingaman, Representa- 
tive Richardson, my name is Joe Little. I am the director for the 
New Mexico Office of Indian Affairs. I am in a strained position as 
to what panel to sit on today. We will have the State agencies out- 
lining their area. I did ask to sit on this panel just out of a little bit 
more comfort because I do have the dubious position of being kind 
of a liaison between the State agencies and the tribes. 

We have prepared some testimony, and we will submit that. This 
will be very brief, but I think it's an area that hasn't been touched 
on, and I think it needs to be considered, which is beginning to 
have some impact in terms of Indian communities it hasn't had in 
the past and that's the whole prevention area and the health re- 
sources area and the services being provided. 

There is one big sector or one big gap being left open, and that is 
there is still very little dialog between the various State agencies 
and the various Federal agencies that are actually implementing 
these programs. 

Jn the past we've tended to have Federal agencies consider the 
tribes as primary responsibilities to them, and they've handled it in 
that regard. 

You then have State agencies coming along and saying, "Well, 
what's the extent of our responsibilities to the Indian citizens and 
where do they fall into the Federal programs?" 

I think, there is very little dialog that goes on between the State 
agencies and the Federal agencies to see how these programs could 
be either melded together or implemented to save funds, prevent 
overlap, or institute new programs that aren't being instituted be- 
cause of lack of sufficient funds within a separate Federal and 
State agency. 

For instance, dealing with ambulance services, a lot of the tribal 
communities need ambulance services as well as some of the small- 
er community services. We did an innovative process by having the 
State Corporation Commission allow us to have one of our tribal 
ambulances issue prepaid insurance to non-Indians as well as Indi- 
ans so you get a cooperative effort using the health care delivery 
process. 

We've pointed out that a lot of the health prevention area is 
going to have to be in terms of alcoholism. To do prevention within 
any area, you're going to have to start at a young age, not at 30, 40 
years old. 

This means you're going to have to be dealing with public school 
systems. That's where a lot of the educational and health areas 
have to be developed. And my concern is that right now every time 
we get a Federal bill dealing with Indian concerns, there is an 
automatic shift of either not including the State or having the 
State go along dealing with other issues. 
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When you get down to the regulating end is where you lose some 
of this. I think every time you get a Federal project coming out, 
you have sessions and sessions within the Bureau of Indian Affairs 
bringing in tribes, bringing in Bureau people explaining how this is 
going to operate. But you don't have any sessions going on at the 
State agencies saying, ''That is what we are going to be doing. Are 
we going to step on anybody's toes? Do you have something that's 
already on line that can deal with this area?" 

So I think there needs to be just a conscious shift within the Fed- 
eral Government and within the State governments in terms of 
working a little bit closer together on issues that concern tribal 
governments because the tribes are tending to be right in the 
middle of these issues. 

And if we're not talking to everybody at the same time, it makes 
it very difficult to implement the good intentions of any of these 
bills. 

Senator Bingaman. Thank you very much, Joe. 
[The prepared statement of the New Mexico Office on Indian Af- 
fairs, presented by Mr. Little, follows:] 

Prepared Statement of the New Mexico Office on Indian Affairs, Presented 
BV Joe Little, Director 

The 01 A acts as the intermediary between New Mexico's tribes and the state and 
federal government— as an advocate, a technical assistance center, informational 
source, and mediator. Thus, it is very interested in matters concerning the health of 
Native Americans, and the outcome of the Indian Health Care Amendments of 1985. 

With last year's Presidential veto of the reauthorization of the Indian Health 
Care Improvement Act, passage of the Indian Health Care Amendments of 1985 is 
of vital importance to both New Mexico's Native Americans and Indians throughout 
the nation. While there have been some significant victories in improving health 
conditions among Indian people, their health standards still lag far behind the na- 
tional norms. Nationwide, some 6,000 doctors are needed to provide hep^^h care to 
Indians if Indian health care is to reach parity with the rest of the nation. On the 
Navajo reservation, the average life span is 42 years, while the national average is 
65! One-third of all Indian housing still lacks adequate sewage and water systems, 
with some 50,000 Indians relying on ditches, hand wells and melted snow for their 
water source. 

Alcohol abuse is a major problem. It is believed that 95 percent of Indians are 
directly or indirectly affected by a family member's abuse of alcohol. In addition to 
a wide list of social problems associated with alcoholism, such >>'*oken homes, un- 
employment and trouble with the law, alcohol is an obvious factor in four of the 10 
leading causes of deaths among Indians, namely accidents, cirrhosis, suicide, and 
homicide. In New Mexico, the suicide rate among Indian males ages 15-34 is seven 
to eight times higher than the national average! This reflects the wide-spread need 
for improved mental health programs, as >vell as alcoholism programs. Motor vehi- 
cle fatalities for this same age group are six to eight times higher than the national 
standards, again a reflection of alcohol problems. And, childhood mortality rates 
were almost 30 percent higher than the national average over a recent four year 
period, while effects of Fetal Alcohol Syndrome (birth defects caused by drinking 
mothers) continue to increase with disastrous results. 

Mild to moderately severe nutritional deficiencies also are relatively common 
among the Indian populace nationwide, especially in infants and preschool children, 
and women of childbearing age. A problem in itself, malnutrition also contributes to 
a number of other health problems. A related area, dental conditions, also stands 
way below national standards. These diet-related disorders tie into larger concerns 
of Indian health that are beginning to emerge in the 1980s, such as diabetes, heart 
problems and hypertension. Diabetes has become a serious health problem in recent 
years, contributing to a rise in blindness and kidney failures among Indians, while 
hypertension and heart disorder cases are just beginning to increase. Joe Moquino, 
director of the IHS Santa Fe Service Unit, feels these may be mcgor problems of the 
future, and that they stem from a change in the eating habits of Indian people. 
Before, Indians went through feast and famine situations, so their bodies became 
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very efficient at storing food during the good times to carry through the lean times. 
Now, with food available in relative abundance year-round, Indians are beginning to 
experience problems in shedding the excess wsistes and toxins of modern foods. 

While improvements have been made i.i Indian health, the health status of Indi- 
ans still lags some 20 years behind the nation, says the IHS. Senator Barry Gold- 
water noted in a recent speech, "Some critics say there is already a tremendous 
amount of money going to the Indian reservations. I sav those critics should go out 
to the reservations and see for themselves the unbuilt hospitals, the unclothed and 
hungry children, the lack of school facilities, and the washed-out dirt roads. In the 
over 207 years we have had a government, in well over a hundred years of our rela- 
tionship with our Indians, we have never, I repeat, never lived up the moral obliga- 
tions we owe these people." 

With these problems in mind, the 01 A was very pleased to see the drafting of S. 
400 by Senator Jeff Bingaman, which provides a new emphasis on prevention of 
health disorders, and health promotion. The Administration is looking to save 
funds, and while establishment of preventive programs would initially cost addition- 
al dollars, the savings it would soon generate more than compensate. We are very 
encouraged to see S. 400 has now been incorporated into the larger Indian Health 
Care Amendments of 1985 bill, and hereby state our support for its passage. 

There are few things more basic to life than health. When the federal government 
entered into treaties with tribes, it often promised to provide health services as a 
stipulation of the treaties. There is no justification that can deny this obligation, 
and we urge this committee, Congress as a whole, and the executive branch to rec- 
ognize this obligation and to continue to address it. 

Senator DeConcini. I have no questions. 

Senator Bingaman. Congressman Richardson, do you have any 
questions? 

Representative Richardson. Yes, thank you. I can't resist Mr, 
Little's statement because I think it focuses on what may be the 
upcoming conflict of this issue in years ahead, and that's budgetary 
limitations for whatever reason. 

Seems to me, and I know you have here three advocates that you 
don't have to convince about the merits of these programs, but if 
we're going to be concerned with taking care of Larry's $100,000 
that the State has lost, and where's Tom Lujan? Wasn't he right 
here? And Tom Lujan's very innovative comment and statement 
about that treatment center in San Juan Pueblo, which I had 
never heard about, which sounds like a model way and an efficient 
way to do things. And I know Gilbert Pena has talked to me many 
times about bureaucracy, about the IHS, or BIA, and the delivery 
of these programs. Is there a way that we can give health care 
better delivery under a new bureaucratic structure? 

Now, Mr. Little has said the State is completely out of things. 
And there could be some duplication that could be avoided. I know 
Gilbert has talked to me many times about BIA accountability on a 
variety of issues. 

The IHS, like any agency, has tremendous bureaucratic prob- 
lems. Now, I'm asking each one of you here, if we're going to look 
at improving health care efficiency and delivery, can we change or 
should we change the bureaucratic structure? 

Mr. Little, are we, by including the State in the process, aren't 
we adding another layer or, perhaps, we should eliminate the Fed- 
eral role, you know? I'm being very honest and candid. Should 
there be more direct control by the tribes? 

What do we do in this tightening of our belts and the budget 
where funds will continuously be, I would predict, reduced in the 
years ahead? How can we improve the delivery, and how can we 
attain some of these goals? 
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And I hope you re bold and tell us. Maybe we can do something 
Mr, Little. In fact, I'm saying that the State's done quite a bit 
considering the lack of direct involvement in the two agencies. 
What I m saying is that you can't eliminate either one to where 
you can t have the State take it over, you can't have the Federal 
I oyernment take it over. If anybody's going to take it over, obvi- 
ously, it s going to be the tribes. 

What I'm saying is that there's got to be at least at the mini- 
mum more coordination, more dialog between the agencies that are 
handling these areas so that there will be some innovative things 
coming out of it and they will be able to extend the dollars that are 
already limited, 

A good instance of this is when we had the tribes coming in 
asking for capital outlay money this time for some of their elderly 
centers, which are good projects, but it would have helped if they 
had some Federal backup at the same time working with the State 
to see about getting this done. If the whole concept had been able 
to use Federal one-shot money to build the facility and then have 
the State have some input in maintaining those facilities. 

Representative Richardson. Joe, if we did that, wouldn't that 
save money? Why don't we do that? 

Mr. Little. It would. I think it would. Now, you've got a problem 
in that I know the tribes would be a little bit leery to begin with 
because you ve got a trust responsibility that's locked within the 
Federal Government, not necessarily with the State. So you don't 
want to necessarily confuse that issue. OK, that's a main issue that 
has to be taken care of. 

What I'm saying, though, is that it does not eliminate some inno- 
vative things going on because some of that money that comes 
froni the State is Federal money anyway. Even though it's ear- 
marked for tribes, it may not necessarily get to them or earmarked 
for citizens in general doesn't necessarily get to them. 

What I'm saying is that it's very imperative that all these agen- 
cies stert talking together a little bit more to explain what's going 
on and see if we can't come up with something innovative, 

I m not saying it's going to work overnight, but I think some at- 
tempt has to be made; otherwise, we've got a competing force, the 
Federal Government trying to compete for more bucks to deliver a 
service, the State trying to get more bucks to deliver a service, and 
the tribe s getting shortehanged in the middle because neither one 
has enough money to deliver that service. 

Senator Bjngaman. Does somebody else on the panel want to 
comment on Clongressman Richardson's question? Yes, Governor, 
go ahead. 

Governor Lucerc> I believe in some instances that what is allud- 
ed to by Mr. Little works, but not in all cases simply because a lot 
of the services that are being provided by the State, the Indian 
people are not— don't get any type of service. 

As far as getting more services to the tribes, I believe that if we 
could work directly between the agency that's providing the fund- 
ing and the tribes, it would be better controlled by the tribes. 

Representative Richardson. So reduce the role of the Federal 
agency. 
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Governor Lucero. Reduce that role because as it is right now, we 
have so many stepping stones to take before we get our dollars 
back into the tribes. And I think that this is one of the things that 
we've said. And it does give us a contract and provision in Public 
Law 93-638, but at the same time, when we don't go into contract- 
ing on Public Law 93-638, then the dollars are cut down. And we 
can't provide the type of services that we would like to provide. 
And then they're telling us we're not doing a good job, but how can 
we when the dollars assigned isn't really there? 

And this is what's happening. As a matter of fact, Mrs. Jaramillo 
has advised me that the present CHR contract that we've got, we 
have to cut that 2 percent as of right now in order to be in compli- 
ance with what Indian Health Service is telling us. And when we 
cut the budget 2 percent, that just actually means we're cutting 
services. 

Senator Bingaman. Gilbert, go ahead. 

Mr. Pena. I'll hop on the bandwagon with Governor Lucero here 
on Public Law 93-638. Essentially, I think the spirit of the thing 
was to give tribes that authority and to give them that flexibility to 
design programs; however, as we all know, that law has become so 
burdened with bureaucratic red tape. I think one of the other 
things that could allow tribes to get better control of some of these 
programs and sort of eliminate this is that in the contracts and 
grants or grants or contracts, whatever, is more authority to be del- 
egated to local agencies. 

In this case it s the Northern Pueblo Agency and the Southern 
Pueblo Agency. Right now the tribes submit a contract which goes 
to the agency. By the time it gets to the area office, half the time 
they don't have the staff or they're overburdened with work there 
supposedly that nothing happens for a period of 120 days or 60 
days in some cases, and in some cases, paperwork is lost. 

The other thing is that budget and planning process that takes 
place with the Bureau of Indian Affairs is a 2-year process. You 
start planning now in 1985 for 1987. And by that time, priorities 
and needs may change within the tribal levels. 

Senator Bingaman. OK. Let me just ask one question, then we 
need to get to the final panel before lunch here. 

This Zuni Diabetes Prevention Program that you described, 
Bruce, I was interested in knowing whether your thought is that 
the reason we're not doing something similar to that in other 
places throughout the Indian Health Service is because of lack of 
resources or is it because the policy decision has not been made 
that that's a good way to deal with that problem? 

This is essentially the question that Congressman Richardson 
asked earlier, is this a problem that we're not — we, the Congress — 
are not providing enough resources for this kind of a exercise pro- 
gram, which I gather you have designed to deal with this diabetes 
problem. Is it we're not providing the resources or that the rest of 
the Indian Health Service doesn't see this as the answer to the 
problem? 

Mr. Leonard. Well, I don't think it's a question of policy. I think 
the Indian Health Service is very supportive of these kinds of pro- 
grams. I think it is a problem of resources. And I think, you know, 
there are a variety of very innovative health promotion projects 
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that are going on throughout Indiem land, you know, as expressed 
by Tom Lujan's alcoholism program and Larry Curley's elderly 
program. I think what is needed is the resources to have these 
kinds of programs doing exactly what you'd like to do, make them 
model programs where they get the kind of exposure that is neces- 
sary so other Indian health services on reservations don't have to 
reinvent the wheel, that these programs work, to allow these pro- 
grams to have the kind of support that they can replicate these 
programs throughout Indian Health Service. 

Any one of these three programs can be done in any number of 
communities throughout the Indian Health, but I don't think— I 
don't think a lot — I don't think these programs are known by other 
reservations. And, in turn, if they are made model programs, then 
I think it's necessary that resources are allowed to support them in 
terms of doing research to quantify what we're doing and also to 
allow people like Larry and like Tom are allowed to maybe serve 
as consultants to be able to share what they're doing right with 
other Indian health projects. 

But I certainly think that resources would be necessary to 
expand the kinds of demonstrations that exist. 

Senator Bingaman. OK. I think this has been excellent testimo- 
ny. I appreciate it very much, and why don't we bring up the final 
panel before lunch. 

Bob McNeil, who is executive assistant to the Governor is, I be- 
lieve, here to testify. Doctor, did you want to give the testimony for 
the State, is that— Dr. KozoU who is the director of the Arizona 
State Health Department is here to testify. We appreciate him 
coming in this morning. So why don't the two of you go ahead and 
present your testimony, and then we'll have some questions, per- 
haps. 

STATEMENT OF DR. RICHARD KOZOLL, MEDICAL PROJECT DI- 
RECTOR, HEALTH SERVICES DIVISION, NEW MEXICO HEALTH 
AND ENVIRONMENT DEPARTMENT, SANTA FE, NM 

Dr, KozOLL. I am Dr. Richard KozoU, medical program director 
for the health services division. New Mexico Health and Environ- 
ment Department, and it is my pleasure to represent the State of 
New Mexico this morning. I wish to express Mr. McNeil's regrets 
at not being here, but I do have a portion of his testimony that he 
was prepared to present this morning, and would be pleased to 
present it and answer your questions. 

We thank you for giving us an opportunity to testify before the 
Select Committee in support of S. 400, the Indian Health Promo- 
tion and Disease Prevention Act. 

Senator Bingaman, we also applaud your emphasis of prevention 
and promotion. The focus and provisions of that bill emphasize 
health promotion and disease prevention services as a priority and 
key strategy for Indian health care delivery. 

Three m^gor provisions of this bill address effectively the issues 
of, one, the need for the development of a health promotion and 
disease prevention Indian health policy; two, the need to include as 
a priority, health promotion and disease prevention services within 
the Indian Health Service, and, three, the need for the continu- 
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ation And improvement of the Community Health Representative 
Progri^m as one vehicle to carry out such health promotion activi- 
ties. 

Additionally, this bill calls for the establishment of a demonstra- 
tion project to develop more cost effective and efficient means of 
providing health promotion and disease prevention services to 
Indian people, a measure which could substantially add to our base 
of knowledge in the area. 

S. 400 will be a fitting complement to the health policy of New 
Mexico. Gov. Toney Anaya set the direction in New Mexico in his 
first state of the State message when he said: 

Prevention will be a major theme of my administration— the prevention of disease 
and promotion of good health for all New Mexicans will be a major direction over 
the next 4 years. 

Governor Anaya and the New Mexico Health and Environment 
Department endorsed the national agenda for health promotion 
and disease prevention as set forth in the Surgeon General's land- 
mark publication, "Healthy People." 

Our agency is strongly committed to programs that promote good 
physical and mental health habits that may improve mortality and 
morbidity due to chronic diseases, motor vehicle accidents, suicides, 
homicides, and other Problems that so greatly affect Indian people. 
It is very tragic to note that out of the 14 leading causes of death 
in New Mexico standardized mortality ratios reveal Indian mortali- 
ty to be almost 30 percent higher than the overall U.S. rate. 

Even more alarming is the distribution of the causes of death. 
Four times as many Indians in our State die of accidents as the 
overall New Mexico population. Twice as many die of diabetes, 
twice as many of suicide, twice as many of pneumonia, and six 
times as many die of medical complications of alcoholism. 

Particularly tragic is the fact that many of these deaths occur 
among male children and young adults. Native American male 
children in New Mexico today have a life expectancy almost 6 
years less than the general population. 

It is important to note that most causes of excess New Mexico 
Indian deaths result from unhealthy behaviors and lifestyles. We 
know that change in many of these unhealthy practices could be 
the most cost effective and efficient way of improving health 
status. 

For example, much diabetes could be prevented or forestalled by 
proper nutrition and exercise. Many motor vehicle deaths could be 
prevented by changes in alcohol consumption patterns and seat 
belt use. 

It is unfortunate to note, however, that we do not yet have the 
information we need to develop sound prevention programs of this 
kind in New Mexico Indian communities. 

The study and demonstration provided by S. 400 will be of great 
value in providing information we need. Many agencies currently 
operate promotion-prevention programs for New Mexico Indian 
populations. Among them are tribes, the Indian Health Service, 
voluntary health agencies, school systems, and the State he^^^h 
and environment department. 
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The need for better coordination between these groups is great. 
As for the New Mexico Health and Environment, we offer public 
health services including disease prevention and health promotion 
in all of our 43 county field health offices. 

Nevertheless, many of our most successful efforts on behalf of 
Indian people have resulted from coordination with or support of 
Indian Health Service and tribal programs. 

A few examples of such interagency efforts are worthy of men- 
tion. In September 1983, in conjunction with Indian HeaJth Service 
pediatricians and community health representatives of the Zuni 
Blackrock Service Unit, the health and environment department 
initiated the Zuni Home Injury Prevention Program, A random 
sample of 365 households was chosen for administration of home 
hazard surveys as well as for the implementation of environmental 
changes such as the installment of cabinet-locking devices, inser- 
tion of electrical outlet plugs and reducing temperature of hot 
water heaters. 

In addition, outpatient visits for childhood iiyuries were moni- 
tored for the next 9 months. It is hoped that additional interven- 
tions for common types of injuries, such as falls and cutting and 
piercing trauma, will be developed as a result of this surveillance 
program. 

Since the award of Federal Maternal and Child Block Grant 
Funds to the New Mexico Health and Environment Department 
over the last several years, emphasis has been placed on supple- 
mental services for native Americans on referral from IHS and 
tribal programs. 

In 1984, for example, over 13 percent of high-risk pregnant 
women and almost 24 percent of high-risk newborns receiving our 
specialized services were Indian. Over 540 Indian children with 
handicapping conditions were participating in our Children's Medi- 
cal Services Program as of December of last year. 

Substance abuse programs targeted at native American youth 
are currently funded by New Mexico Health and Environment De- 
partment at Acoma, Alamo, Canoncito, the Eight Northern Pueb- 
los, Gallup, M[escalero, Cuba, and Taos, all communities with a pre- 
dominant native American population. 

A most exciting recent effort we'll hear more about this after- 
noon has been joint funding by the Indian Health Service, our de- 
partment, and the University of New Mexico School of Medicine 
Pediatric Department to operate a teen center at the Bernalillo 
schools. 

This school district, almost one-half Indian, will have a program 
of medical care, counseling, and health promotion and disease pre- 
vention services easily accessible during usual school hours. Such 
interagency cooperative efforts as the Bernalillo Teen Center hold 
great promise for effective and efficient use of resources. 

Projects of the kind I have described are worthy initial efforts, 
but they are not enough. Creative planning and cost-effective re- 
source allocation for promotion and prevention services at the Fed- 
eral, State, local, and tribal level will be necessary to make a dif- 
ference in Indian health status. S. 400 points us in the right direc- 
tion. 
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Dr. Fitzhugh Mullan, secretary of the New Mexico Health and 
Environment Department, would specifically like to suggest a 
badly-needed project which could be one of our first interagency co- 
operative agreements. The problem is a serious infection which is a 
m^or cause of mental retardation, deafness, and death among 
Indian children. This infection is caused by a bacterial agent, he- 
mophilus influenza. Native Americans are at unusual risk for seri- 
ous complications of this infection. 

There is now available a vaccine from the Centers for Disease 
Control which can prevent much of the hemophilus influenza men- 
ingitis, epiglottis, and other serious invasive forms of this infection 
that the New Mexico Indian populations suffer from. 

The Health and Environment Department has no resources with 
which to purchase this vaccine, but can lend the support of its field 
health oflices to its administration. A cooperative effort between 
Indian Health Service and the Health and Environment Depart- 
ment could result in provision of this vaccine to populations at 
high risk. 

Mr. Chairman, thank you for your consideration of our prepared 
remarks. I would be happy to respond to any questions or com- 
ments you might have. 

Senator Bingaman. Thank you very much. 

[Dr. KozoU submitted the prepared statement of Robert McNeill, 
executive assistant. Office of the Governor of the State of New 
Mexico, for inclusion in the record:] 
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UNITED STATES SENATE 



SELECT CX)MMITTEE ON INDIAN AFFAIRS 



MARK ANDREWS, CHAIRMAN 



STATEMENT BY Robert Mc Nelll 
Office of the Governor 
State of New Mexico 

S. 400 Indian Heolth Promotion and Disease Prevention Act of 1985 

June 1 J965 
Gailup, New Mexico 

Mr. Chairman, thonk you for giving me the opportunity to testify before the Select 
Committee on Indian Affairs in support of Senate Bill 400, the "Indian Health Promotion 
and Disease Prevention Act of 1985" introduced by Senator Jeff Blngaman during the 
1st Session of the 99th CONGRESS. 

The focus and provisions of this bill emphosize heolth promotion and disease prevention 
services as a priority and key strategy for Indian health core delivery. Three major 
provisions of this bill address effectively the issues of; I) the need for the development 
of a health promotion and disease prevention Indlon health policy; 2) the need to 
Include} as a prior Ityt heolth promotion and disease prevention services within the 
Indian Health Service; and» 3) the need for the continuation and improvement of the 
Community Health Representative Program as the vehicle to carry out such health 
promotion activities. 
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AdHitionaHy, this bill colls for the estoblishment of o demonstrotlon project to develop 
the most effective ond cost efficient means of providing heolth promotion ond diseose 
prevention services to Indion people, o meosure thot, I om confident, will leod to 
significant changes producing signlficont Improvement in indion health for eoch new 
gencrotlon. 

It is very Importont for this committee to know that Senote Bill AOO will be o fitting 
complement to the health policy of New Mexico in every respect. Governor Toney 
Anayo set the direction for heolth policy in New Mexico In his first State of the Stote 
Messoge wherein he said: 'Prevention will be o mojor theme of my odmlnistrotlon - 
the prevention of disease and the promotion of good health for oil New Mexicons." 

It Is o mojor policy of this Adminlstrotlon thot eorly intervention In the estoblishment 
of health promoting activities for oil New Mexicons, as well as eoriy intervention In the 
detection ond prevention of diseose, will not only promote o full ond productive life, but 
will olso decreose future dependency on the state. 

Ent busiest icolly following the leod of Governor Anoyo, The New Mexico Heolth ond 
Environment Department endorses the notional ogendo for heolth promotion ond diseose 
prevention as set forth In the Surgeon General's londmork publlcotlon. Healthy People . 
This Agency Is strongly committed to progroms thot promote good physicol ond mental 
health habits thot ore so necessary to chonge drosticolly the mortality and morbidity 
statistics caused by chronic diseases, motor vehicle accidents, suicides, homicides ond 
other causes of death ond disability. 




EMC 



144 



Mr. Choirmon, we agree with o recent stotement by Senator Blngomon thot "It Is only 
opproprlote thot the Indian Heolth Service, o$ one of the mojor federol primary health 
care providers, olso be o port of this nnovement." A movement t^ot will succeed If the 
commitment ond resources of every level of Government ore focused on these mojor 
health problems. 

Whot ore these mojor health problems foced daily by the Notive Americon? We only 
need to review the recent reports of heolth statistics to goln on ideo of these prob}ems 
ond their magnitude* 

It is very tragic to note thot out of the fourteen leodlng couses of death for New 
Mexico Indlon residents, Stondordized Mortollty Rotlos reveol Indlon mortollty to be 
nearly 30% higher thon the overoll United Stotes rote. Even more olorming wos the 
distribution of the cause of death. Tour times as mony Indlons died of accidents as the 
overall New Mexico populotion; twice as mony died of diobetes, suicide ond pneumonloi 
and six times os mony died of medicol compllcotlons of olcohollsm. Portlculory troglc 
is the fact thot mony of these deoths occur omong mole children ond young odults. 
Native Americon mole children In New Mexico todoy hove o life expectoncy olmost six 
years less than the generol populotion. 

It is importont to note thot most couses of excess New Mexico Notive Americon deaths 
result from unheolthy behaviors ond llfeslyles* We know that chonge in mony of these 
unhealthy practices could be the most cost-effective ond efficient woy of Improving 
heolth status. For exompie much diobetes could be prevented or forstolled by proper 
nutrition and cxcerclse. Mony motor vehicle deaths could be prevented by chonges In 
alcohol consumption potterns ond seot belt use. It is unfortunote to note, however, thot 
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we do not yet hove the Information we need to develop sound prevention programs of 
this kind in Native Amerlcon communities. The study and demonstration provided by 
Senate Bill 400 would be of great value In providing the Information we need. Many 
ogencies currently operate promotion/prevention programs targeted to ot risk New 
Mexico Indian populations. Among them ore tribes, the Indlon Health Service, 
voluntary health agencies, school systenrts and the State Health and Environment 
Department. 

As fcr the New Mexcio Health and Environment department, they offer public heolth 
services Including disease prevention and health promotion In all of our A3 county field 
health offices. Nevertheless, many of their rpost successful efforts hove resulted from 
coordination with or support of IHS and tribal programs. A few examples of such 
interagency efforts ore worthy af mention. 

In September of 1983, in conjunction with IHS pediatricians and community heolth 
representatives of the Zunl Blockrock Service Unit, the Stote Health Agency Inltloted 
the Zunl Home Injury Prevention Program. A random sample of 365 households was 
chosen for the admlnlstratlan of home hozard surveys os wel! as far the Implementation 
of environmental changes such as the Installment of coblnet locking devices. Insertion 
of electrical outlet plugs and reducing temperature of hat water heaters. In addition 
out patient visits for childhood Injuries were monitored for nine months. It is hoped 
thot cdditlonol Interventions for common types of injuries such os falls and cutting and 
piercing trauma will be developed as o result of this surveillance program. 

Since the award of Federal Maternal and Child Block Grant Funds to the New Mexico 
Health and Environment Department for the last several years, emphasis has been 
placed on supplementol services for Native Americans on referral from IHS and tribal 
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In 1984, for exomple, over 13% of high risk pregnont women ond olmost 2k% of high risk 
newborns receiving our speclollzed services were Native Amerlcons, Over SkO Indlon 
children with hondicopping conditions were portlclpafing In our children's mcdicol 
services progrom lost year. 

Substance abuse progroms torgeted of Notlve Americon youth ore currently funded by 
the New Mexico Health ond Environment Department at Acoma, Alomo, Conorvjito, 
Eight Northern Pueblos, Gollup, Mescolero, Cubo ond Taos, 

A nnost exciting recent effort has been joint funding by IHS ond our Heoth Deportment 
and the University of New Mexico School of Medicine Pedlotric Deportment to operote 
o Teen Center ot the Bernollllo Schools, This school district, opproxlmotely one third 
Notlve Americon, will hove o progrom of medical, counseling, heolth promotion and 
disease prevention services* easily accessible during school hours. Such Intcrogency 
cooperotive efforts os the Bernalillo Teen Center hold greot promise for effective ond 
efficient use of resources. 

Projects of the kind I have described ore worthy initiol efforts, but they ore not enough. 
Creative plonning ond cost-effect I ve resource ollocotlon for promotion and prevention 
services ot the federol, stote, loco! and Tribol level will be necessary to make o 
difference in Notlve Americon Heolth Stotus, Senote Bill W points oil of us In this 
direction. 

Before I close my testimony, I must bring to your attention o most urgent ond recent 
request from Dr. FItzhugh Mullon, Secretory of the New Mexico Health and 
Environment Deportment. Dr. Mullon stotes thot Indion children must be protected 
from o very serious infection which Is o mo]or couse of mentol retardotlon, deofness 
and death. This serious infection Is coused by Haemophilus 
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Influenza and Notive Americans appear at high risk from this Infection. There is a new 
vaccine In this country^ Haemaphflus influenza vaccine, that the Centers for Disease 
Control recommends using to prevent Haemophilus influenza meningitis and other 
serious Invasive forms of this Infection such as epiglottitis. 



It Is apparent that because of Increasing costs of DPT vaccine, there will be no state 
funds available for the purchase of Haemophilus Influenza vocclne. In order to protect 
Indian children from this serious infection, I urge this Select Committee on Indian 
Affairs to Insure that the federal government provide monies directly to the Indian 
Health Service for the purchase of this vaccine according to CDC recommendatlons- 
Your urgent attention to this request would be greatly appreciated. 



Mr. Chairman, thank you for your consideration of my comments, I will be happy to 
respond to any questions or comments. 



Senator Bingaman. Dr. Novick, we appreciate your coming today 
to the hearing. Go right ahead with your testimony. 

PREPARED STATEMENT OF DR. LLOYD F. NOVICK, DIRECTOR, 
ARIZONA DEPARTMENT OF HEALTH SERVICES, PHOENIX, AZ 

Dr. Novick. Thank you. I am Dr. Novick, and I'm director of the 
Department of Health Services in Arizona. I have some copies of 
my testimony, which I will leave with you. 

Basically, I come here today to testify in support of S. 400, the 
Indian Health Promotion and Disease Prevention Act of 1985. 

The health status of Indians living on reservations in Arizona is 
still significantly below the health status of the remainder of the 
population. One of the areas of particular importance that Vll talk 
about today is with respect to pregnancy outcomes. The secondary 
is with respect to adult health prevention. 

With respect to factors influencing pregnancy outcomes, about 8 
percent of pregnant women in Arizona as a whole had an inad- 
equate number of prenatal visits; that is, less than four prenatal 
visits in 1983. And that number should have been less. 

Yet on the Navajo Reservation, that percentage of inadequate 
prenatal care is 19 percent. On the Hopi Reservation, it is 21 per- 
cent, and at Fort Apache, it is 22 percent. 

There are unsatisfactory outcomes because of that. Less prenatal 
care translates into— is a major risk factor for low birth weight, 
which in itself is the major risk factor for infant death and prob- 
lems with newborns; 10 percent of all low-birth-weight babies in 
Arizona, babies less than 5V2 pounds, were born to Indian mothers. 

The Indian fetal death rate was also higher. And there was a 
strikingly higher rate of congenital anomolies of 13.8 per 1,000 live 
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births, more than 50 percent higher than the rest of the popula- 
tion. And part of that is connected with prenatal care. Part of that 
is created with alcohol use during pregnancy. 

Two things are needed. First, there needs to be better organiza- 
tion of prenatal care services that are available and resources for 
those services. But, in addition, there must be work in outreach 
and education to convince pregnant women about the importance 
of this type of care as well as the importance of other preventive 
health measures to follow during pregnancy. 

Family planning is also a program related to this. A major con- 
cern from a health point of view is the fact that of births to moth- 
ers under age 15 in Arizona, 27 percent are Indian. 

Return to adult health, adult health promotion, there is a lot of 
interest now in prevention across the Nation. There are new tech- 
nologies in prevention being termed communitywide health preven- 
tion. They use media and use school classrooms in different ways 
than have been used before. 

And I think that health promotion in the area that we're inter- 
ested in today should follow those models, but also needs, of course, 
to be tailored to the unique aspects of the health problems that we 
see on reservations and among native Americans. 

It's of interest to cr /npare the leading causes of death among the 
population as a whole. The heart disease is first followed by cancer, 
stroke, and accidents; whereas, in the native American population, 
accidents is the first and then followed by heart disease. Any pre- 
vention program must take this into account. 

Alcohol abuse is a risk factor here. It has been testified to by 
other speakers. Other lifestyle factors are important. I should point 
out that because there is a lack of such services in Arizona, a lack 
of such services offered by the Federal Government level, in one of 
the questions that was raised earlier, we contract directly with 
three tribes so that they can provide alcohol, drug, and mental 
health services. 

Diabetes has been mentioned here before as a common problem. 
I would like to tell you about an effort that we are engaged in with 
respect to this problem in a project with the Gila River Indian Res- 
ervation. 

Since 1980, we have contracted with the Indian community. The 
objectives are to reduce diabetes by a preventive program. We have 
made some progress. A tribal health unit has made progress in con- 
junction with the service unit, and have effectively demonstrated a 
reduction in blood sugar levels, and in weight, and an increase in 
physical fitness. These successes were accomplished through an or- 
ganized effort in education, lifestyle counseling, and physical fit- 
ness programs. 

I would like to now address the three major provisions of the pro- 
posed act, which are planning, demonstration projects, and commu- 
nity health representative training. We support planning. We have 
established a public health agenda for the year 2000 with specific 
objectives that we want accomplished. 

This planning was done in collaboration with representatives of 
Indian tribal governments. We also support the demonstration 
projects. I feel that our State could provide a good site for such a 
demonstration project. And, third, in terms of community health 
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representative training, we have already established local public 
health in-seryices in which both tribal and Indian Health person- 
nel may participate and will be most interested in working addi- 
tional training activities such as this act indicates. 

And that ends my comments. 

Senator Bingaman. Thank you very much. 

[Dr. Novick's prepared statement, on behalf of the Arizona De- 
partment of Health Services, follows:] 
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ARIZONA DEPARTMENT OF HEALTH SERVICES 

Office of the Director 



•KUCE tAiaiTT. Gavtrnot 

LLOYD F. NOVICK. M.D., M.r.li.. Directar 



TO: Select ConnTiittee on Indian Affairs 

United States Senate 
99th Congress, 1st Session 

DATE: May 29, 1985 

RE: Testimony for the Congressional Record on S. 400 

"Indian Health Promotion and Disease Prevention Act of 1985" 

TESTIMONY BY: Lloyd F, Novick, M,D. 

Director, Arizona Department of Health Services 

On behalf of the State of Arizona's Department of Health Services, I 
welcome this opportunity to testify in support of Senate Bill 400, the 
"Indian Health Promotion and Disease Prevention Act of 1985." 

There are twenty Indian reservations in Arizona, and three Area Indian 
Health Services. The total enrolled population on reservations is approxi- 
mately 153,000, and represents about 5.6% of Arizona's population. 

Though improving, the health status of Indians living on-reservation 
is still below the health status of the general population. The birth rate 
for Native Americans in Arizona is higher than the State average, and fewer 
Indian women receive adequate prenatal care. For example, 7,9X of all 
pregnant women delivering in Arizona in 1983 had 0-4 prenatal visits. Yet, 
on the Navajo reservation, that percentage of inadequate prenatal care, as 
defined by zero to four visits, was 18,8%, On the Hopi reservation, it v/as 
21%, and on the Fort Apache, 22%. 
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OthBr birth data indicates that 9.2% of all low birth weight babies, 
defined as less than 5^ pounds, were born to Indian mothers. The Indian 
fetal death rate was 9.4 per 1,000 live births, as compared to 7.4 for all 
other races. In addition, the rate of congenital anomolies for Indians was 
13. b per 1 ,000 live births, as compared to a total for all races of 8.8. 

Clearly, the need for early and continuous prenatal care on-reser- 
vations is evident. The clinical systems for prenatal care through the 
Indian Health Service Units are in place. In addition, the Indian Health 
Services utilizes the State's regionalized perinatal and neonatal transport 
and care systems. 

What appears to be lacking in reservation prenatal care are concerted 
efforts in outreach and education. The Arizona Department of Health Services 
has initiated some action to help address these gaps. For example, 
negotiations for an Intergovernmental Agreement are underway with the Navajo 
Nation- to augment the community health representatives program for prenatal 
education and outreach. Consultation and technical assistance by a maternity 
nursing consultant and health educator are being provided to the San Carlos 
Tribe and Service Unit. \ 

Family planning programs, with a major focus on education, are also 
evident in need. In 1983, 23.2% of all births to unwed mothers in Arizona 
were .to Native Americans. Of major concern, however, is the fact that of 
births to mothers under age fifteen, Z6.S% were Indian. These fourteen year 
olds and younger are still children themselves. 

The five leading causes of death for Arizona's general population are 
heart disease, cancer, stroke, accidents and chronic obstructive pulmonary 
disease. For Arizona's Indians, however, the leading cause of death U 
accidents, followed by heart disease, cancer, ill defined conditions, and 
pneumonia and influenza. 
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Alcohol abuse and alcoholism on-reservations, which is generally known 
to be a significant problem, is likely a major contributing factor to the 
high accident mortality rate. Other lifestyle factors may also contribute. 
The Arizona Department of Health Services currently contracts directly with 
three Tribes for alcohol, drug, and mental health services. In addition, 
such services are provided to other reservations through Department contrac- 
tors. The Department is continuing its efforts to identify additional needs 
and resources for prevention and intervention of alcohol, drug, and iiiental 
health problems on reservations. 

Of interest is a fairly low ranking for chronic obstructive pulmonary 
disease as a cause of death among Arizona's Indian population, I have been 
told, however, that cigarette smoking is not as common with Native Americans 
as with the general population. 

Diabetes is a prevalent chronic disease for Arizona's Indians, and 
accounts for a significant portion of outpatient visits for Indian Health 
Services, One of the consequences has been a high number of Indians with end 
stage renal disease, requiring expensive dialysis treatments for a primarily 
rural population. 

Though considerable research and intervention efforts have been directed 
toward diabetes among Indians, I would like to draw attention to a successful 
project on the Gila River Indian Reservation, Beginning in fiscal year 1980-81, 
the Arizona Department of Health Services has contracted with the Gila Ki\'er 
Indian Conmunity to reduce diabetes and its consequences. Tribal health 
employees, in conjunction with the service unit, have effectively demonstrated 
a reduction in blood sugar levels and in weight, and an increase in physical 
fitness. These successes were accomplished through an organized effort in 
education, lifestyle counseling, and physical fitness programs, 

I could continue to cite various other Indian health status indicators 
on chronic and communicable diseases, as njeasured by Arizona's vital statistics 
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and morbidity data. However, a brief suiimiary of other collaborative activ- 
ities between Tribes, Indian Health Services, and the Arizona Department 
of Health Services should suffice. 

The Department provides consultation and technical assistance in the 
area of coiiuiiuni cable disease control, such as sexually-transmitted diseases 
and plague. In addition, funding is provided to three Tribes for tuber- 
culosis control. State purchased vaccines for diptheria, pertussis, tetnus, 
polio, measles, mumps, and rubella are provided for all public schools on 
reservations. Finally, some assistance is also provided by the Department's 
Environmental Health Division for air and water pollution and waste control, 

I would like to now address the three major provisions of the proposed 
Act, which are planning, demonstration projects, and coninunlty health 
reRresentative training in health promotion and disease prevention. 

Recent health planning efforts by the Arizona Department of Health 
Services to establish a Public Health Agenda for the year 2000 have included 
Tribal participation. Planning for Indian health promotion and disease 
prevention would be supported by the Department as an active participant 
in any collaborative effort. 

The State also supports demonstration projects in effective, cost- 
efficient and culturally appropriate health promotion and disease prevention 
services, I would suggest that Arizona would provide a likely site for such 
a demonstration project, given its large Indian population and established 
collaborative efforts to date. 

The Arizona Department of Health Services could also assist with Community 
Health Representative training programs. The Department has already 
established regional local public health inservices, in which Tribal and 
Indian Health personnel may participate. Additional training activities 
could be made available through coordinated efforts with Indian Health 
Services and Tribal health personnel. 
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Senator Bingaman. Senator, go right ahead. 

Senator DeConcini. Thank you, Senator Bingaman. Dr. Novick, 
you mentioned a number of initiatives where there are joint State- 
tribal activities taking place in the health promotion in your state- 
ment Fve just looked at. 

How does the State fund its share of the program? Is that 
through direct State funds, or is that block grant money from the 
Federal Government, or a combination, or do you know? 

Dr. Novick. For the most part, almost exclusively these are Fed- 
eral block grant funds, and we are devoting an increasing percent- 
age of the preventive health block grant and also mental health 
and drug abuse grant in establishing agreements with the various 
tribal governments. 

There have been some State moneys used in one particular pre- 
natal education effort, but the rest have been Federal moneys. 

Senator DeConcini. How much funding is provided by the State 
for health promotion and disease prevention activities, do you 
know? 

Dr. Novick. Well, health promotion and disease prevention ac- 
tivities is a very wide — covers a very wide scope of things, and I 
have not added it up, but I should, and I will because it's an inter- 
esting question. You have to add in immunization, sexually trans- 
mitted disease 

Senator DeConcini. Can you answer that? 

Dr. Novick. And that can and should be ascertained. The bulk of 
the preventive health activities that this bill addresses are really 
similar to the preventive health block grant of which we get $1 
million. But many millions of dollars, if you added— depending on 
what you call prevention — would be applicable, and I will get that 
number for you. 

Senator DeConcini. Thank you very much. That is all I have. 
Thank you for being here, doctor. We appreciate your traveling 
here and taking part today. 

Senator Bingaman. Let me ask either one of you that would like 
to to just 'respond here. From the little I know about the way we 
deal with health care and education, it strikes me that we organize 
State government and the Federal Government and, really, all gov- 
ernment sectors on the lines that one department will deal with 
health and another will deal with education, and when you get to 
the subject of preventive health, or disease prevention, or health 
promotion, we always seem to do less than we should because the 
health people don't feel that it's really their job to educate the 
youth through the schools on health matters, and the education 
people have a lot of other things they're responsible for, and health 
comes up last. 

I would be interested in your comment as to whether there's sort 
of a structural bias against using our public school system or our 
school system in general to provide some of the information and 
education that's needed to deal with these problems to youth. 

Dr. Novick. Yes; I think there is a structural bias. I think it can 
be overcome with great effort. I think if you're going to change life- 
styles and behavior, you obviously have to begin with children, and 
the younger you begin, the better, even going down as far as pre- 
school. 
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Yet, in addition to some of the communication problems you 
mentioned, schools may, with a great deal of merit, see their pri- 
mary role as instruction in reading or writing, and headth matters 
are not as important. In the State I worked in previously to this, 
we were able to get an alcohol prevention program in the schools, 
in the elementary schools, and also use the media, use Saturday 
morning cartoons to try to do this. We did get cooperation. 

One of the things that strikes me is the fact that there is a tech- 
nology to reduce smoking among junior high school students. It 
doesn't consist of a teacher standing up in front of the classroom 
saying, "Don't smoke." It has to do with other types of methods, 
interaction among peers showing smoking is unattractive. It has 
been used in some States. 

We surveyed 1,000 Arizona schools and found out that this tech- 
nique was not being used. Using the preventive health block brand 
moneys and working with the Department of Education in Arizona, 
we are making some progress, too, in starting a program next year. 
But it is very difficult to meld those two organizational structures. 

Senator Bingaman. Dr. KozoU. 

Dr. KozoLL. I agree with Dr. Novick. I think there is a structural 
bias in much of what we do in the promotion and prevention area. 
I think it's, perhaps, even stronger in broad medical care systems 
such as the Indian Health Service or the Veteran's Administration 
where the curative aspect of care tends to dominate both the time 
and the dollars available for health care. 

I think we've made progress in recent years in breaking down 
some of those barriers in New Mexico. And, in fact, I can think of a 
number of cooperative projects that we now have in place between 
school nurses and public health nurses of our field health offices of 
the Health and Environment Department. 

I think part of the answer here has to do with regular conimuni- 
cation at the local level and at the State level. I think that it's not 
an uncommon situation for a school nurse and a public health 
nurse in a relatively small community of our State to get together 
and to say to each other: *'Well, I didn't know you were doing that. 
Well, I didn't know that was going on in school." Yon know, that 
sort of phenomenon happens all the time, and I think we're dealing 
in part with a communication problem, the remedy of which could 
bring us a long way toward breaking down some of these barriers. 
But I think you have a good point on how we're structured in 
terms of promotion and prevention services. 

Senator Bingaman. OK. Thank you very much for that testimo- 
ny. Our plan is to go out and recess now until 1 o'clock, at which 
time we'll have some testimony from the Deputy Director of the 
Indian Health Service. And we hope all of you can come back at 
that time. Thank you. 



Senator Bingaman. OK, why don't we get started again. Doctor 
Ivey is going to be the leadoff witness. He is the Deputy Director of 
the Indian Health Service in Washington, and we appreciate your 
being here. Doctor. 



AFTERNOON SESSION 
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Why don't you— let me just identify who I believe your col- 
leagues are, and if I miss anybody, then just correct me. Dorothy 
Gohdes is here, who is the Acting Director of the Central Diabetec 
Program for the Indian Health Service in Albuquerque. Charles 
Reaux, is that the correct pronunciation, who is the chief of occu- 
pational health and injury for Navajo area in Window Rock. 

Gordon Jensen, who is the chief— Gordon is chief program plan- 
ning and evaluation in Phoenix, the Phoenix area Indian Health 
Center. And Josephine Waconda, chief of preventive health branch 
in the Albuquerque area Indian Health Service in Albuquerque. 
And Michael is here again, and we appreciate him being here. So 
go right ahead. Doctor, we appreciate your testifying here. 

STATEMENT OF GERALD IVEY, DEPUTY DIRECTOR, INDIAN 
HEALTH SERVICE, WASHINGTON, DC, ACCOMPANIED BY JOSE- 
PHINE T. WACONDA, CHIEF, PREVENTIVE HEALTH BRANCH, 
ALBUQUERQUE AREA INDIAN HEALTH SERVICE, ALBUQUER- 
QUE, NM; GORDON JENSEN, CHIEF, PROGRAM PLANNING AND 
EVALUATION, PHOENIX AREA INDIAN HEALTH CENTER, PHOE- 
NIX, AZ; CHARLES REAUX, CHIEF, OCCUPATIONAL HEALTH 
AND INJURY FOR NAVAJO AREA, WINDOW ROCK, AZ; DR. 
DOROTHY GOHDES, ACTING DIRECTOR, CENTRAL DIABETIC 
PROGRAM, INDIAN HEALTH SERVICES, ALBUQUERQUE, NM; 
AND MICHAEL LINCOLN, AREA DIRECTOR, NAVAJO AREA 
INDIAN HEALTH SERVICE, WINDOW ROCK, AZ 

Mr. IVEY. Thank you. Senator Bingaman, Mr. Chairman. I am 
Gerald Ivey, the Deputy Director of the Indian Health Service. 
You've introduced the people that are here with me. 

It is a pleasure to appear before you today to discuss health pro- 
motion and disease prevention needs within the Indian communi- 
ty 

Senator Bingaman. Let me just interrupt a minute. I think the 
people in the back are having great difficulty hearing, is that 
right? If you could speak up, that would be great. And let me just 
suggest that any of you who really want to hear might just move 
down here. That would help quite a bit. 

Mr. Ivey. Is this working at all? 

Senator Bingaman. Fm not sure. Why don't you tap it? I guess 
it's working a little bit, if you want to really hold it an eighth of an 
inch from your mouth. 

Mr. Ivey. It's a pleasure to appear before you today 

Senator DeConcini. Now you got it. 

Dr. Ivey [continuing]. To discuss health promotion and disease 
prevention needs within the Indian community and how the Indian 
Health Service has and continues to address these needs. 

The provision of high quality prevention services has alway been 
of the highest importance to the IHS. Its been clearly demonstrated 
in the many preventive activities that are well-documented in the 
history of IHS. 

I vvould like to offer only a few examples that have had substan- 
tial impact on the health of American Indians and Alaskan Na- 
tives. 
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Perhaps the most enduring contribution to prevention services 
made by IHS has been the provision sought in liquid waste man- 
agement and clean water. This activity has contributed to the 
health and welfare of the IHS service population in many ways. 

Not only has the number of childhood illnesses due to water- 
borne disease diminished, but the increase in healthful lifestyles 
and attitudes has been most impressive. 

Immunization activity has also been a mainstay of the preven- 
tive services provided by the IHS. The effectiveness and acceptabil- 
ity of this approach to disease prevention is well-documented. 

In 1984 the percentage of children with age appropriate immuni- 
zation in the IHS service population was 90 percent. This also has 
had a positive impact on the morbidity and mortality in the chil- 
dren cared for by the IHS. 

The CDC, center for disease control, has worked formally and in- 
formally over the years with the Indian Health Service in the field 
of health promotion. 

This collaboration is increasing, and we view them as a valuable 
partner in our effort. You've heard this earlier, about the scurge of 
diabetes, and with us today is a medical expert in that field. Dr. 
Dorothy Gohdes. 

I could mention many other activities in preventive health in the 
Indian Health Service, but rather than do that, I would like to 
submit for the record a copy of the plans from Albuquerque, Phoe- 
nix and Navajo in preventive health as an example of what's hap- 
pening in the Indian Health Service. We have similar plans from 
the various areas. 

Rather than use our limited time for me to read more of the pre- 
pared text which you have access to, I would like to make this time 
available for your questions and the rest of the witnesses. 

S. 400 contains a statement of goals which we support. We testi- 
fied to that effect at the hearing on S. 277, the Indian Health Care 
Improvement Act reauthorization bill, which contains many of the 
provisions found in S. 400. We will be happy to answer your ques- 
tions. 

[Mr. Ivey's prepared statement, with attachments, on behalf of 
the Indian Health Service, follows. Text resumes on p. 181.] 
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PRTaPARED STATBvfl^r OV DR. GERALD IVl:Y, DEPUTV DIRECTOR, INDIAN HEALIII 
SERVICE, WASHINGTON, DC 

Mr. Chainnan, Members of the Coinmittee and Senator Bmgaman: 
I am Mr. Gerald Ivey, Deputy Director of the Indian Health Service (IHS). 
With me are Mr. Michael Lincoln, Director, Navajo Area Office; Dr, Dorothy 
Ghodes, Acting Director, Central Diabetes Program; Mr. Bruce Leonard, Health 
Educator, Zuni Service Unit; and Mr, Charles Reaux, Chief, Occupational Health 
and Injury Control Branch, Navajo Area. 

It is a pleasure to appear before you today to discuss health promotion and 
disease prevention needs within the Indian community and how the Indian Health 
Service has and continues to address these needs. 

The provision of high quality prevention services has always been of highest 
in^ortance to the IHS, This has been clearly demonstrated in the many 
preventive activities that are well documented in the history of IHS, I offer 
only a few examples that have had substantial impact on the health of American 
Indians and Alaska Natives. 

Perhaps the most enduring contribution to prevention services made by the IHS 
has been the provision of solid and liquid waste management and clean water. 
The President's 1986 budget proposes transferring responsibility for the 
construction of sanitation facilities away from the IHS, to permit the IHS to 
focus on health delivery as opposed to construction. This activity has 
contributed to the health and welfare of the IHS service population in many 
ways. Not only has the number of childhood illnesses due to water-borne 
disease diminished, but the increase in healthful lifestyles and attitudes has 
been most in^ressive. 

Immunization activity has also been a mainstay of the preventive services 
provided by the IHS. The effectiveness and acceptability of this approach to 
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disease prevention is well-documented. In FY 1984 the percentage of children 
with age appropriate immunization in the IHS service population was 901. This 
also had a positive impact on the morbidity and mortality in the children 
cared for by IHS. 

The Centers for Disease Control (CDC) has worked formally and informally over 
the years with the Indian Health Service in the field of Health Promotion. 
During the Health Education-Risk Reduction Grants Program, 1979-1981, some 51 
of the programs receiving grant support for alcohol or tobacco programs 
addressed the needs of Native Americans. Ongoing technical and programmatic 
consultation is provided to the IHS regional health education specialists, who 
are also attending the annual Health Education-Risk Reduction meeting of The 
Conference of State and Territorial Directors of Public Health Education, at 
CDC, in Atlanta this year. 

Various tribal groups have participated in and are contributing surveillance 
data for the national nutrition surveillance system. In addition, the IHS is 
invited to contribute program descriptions and to retrieve similar data on 
health promotion projects from CDC's computerized health education data base. 

In April 1984, at the invitation of the IHS and the Bureau of Indian Affairs, 
CDC staff showcased the Teenage Health Teaching Modules (THTW) and provided 
information on the School Health Curriculum Project (SHCP) to over 600 
representatives of the National Indian School Board at its annual meeting in 
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Phoenix, Arizona. A primary objective was to provide school board members 
with the information and tools necessary to effectively carry out their roles 
as policymakers and to clearly understand their responsibility under P.L. 
95-561. Prior to 1979, Bureau of Indian Association School Boards were 
advisory or, in many cases, nonexistent regarding the education of their 
children. Under P.L. 95-561, Indian scliool boards have new powers governing 
policy to foster Indian control in all matters related to education. Broad 
scale acceptance and implementation of the THIM by Indian School Boards can 
have significant impact on the health behavior of Native American youth, in 
that it addresses such areas as nutrition, substanct use and abuse, injury 
prevention, mental and emotional health, and stress. 

COC has recently launched a program to provide communities with hands-on 
assistance for assessing significant health problems, setting conmunity 
objectives for risk reduction programs, and developing and implementing 
appropriate interventions. The process and materials involved in this Planned 
Approach to Community Health program will be available to the IHS, and should 
prove uniquely helpful in addressing priority health problems, 

CDC has been involved in long-standing relationships with States in a number 
of disease prevention programs v^ich include areas served by the Indian Health 
Service. These programs are directly related to the listing of Disease 
Prevention area^ mentioned in S. 400, namely; inmunizations, control of high 
blood pressure; control of sexually transmittable diseases; family planning: 
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pregnancy and infant care; control of toxic agents; occupational safety and 
health; control of accidental injuries; fluoridation of water; and, control of 
infectious agents. 

Aggressive prevention approaches have also been utilized in addressing 
maternal and child health related to perinatal issues. Comnunity outreach 
including early case-finding and health education concerning pregnancy and 
child care have paid significant dividends. In 1956 the infant mortality 
(deaths during the first year of life) was 55 deaths per 1000 live births. In 
the three year period 1980-82 the infant mortality was 11.6 deaths per 1000 
live births. These most recent figures are the same as those for the general 
U.S. population. Impressively the' neonatal rate (deaths between birth and 28 
days of life) was much lower than the general population. Prevention services 
have been most useful in this area. 

Contemporary epidemiology has identified new challenges for IHS. Today, 
diabetes mellitus is a scourge affecting Indian people. In the UlS. 
population as a whole, diabetes affects 1 person in 20, but for Indian people 
it strikes 1 in 5. If one is a Southwestern Indian it is even more prevalent 
in that the disease affects 1 in 3 individuals. 

Alcohol abuse and other chemical abuses contribute to four of the top ten 
leading causes of death. If you are an Indian in the United States your odds 
^of dying prematurely from alcohol related death are much highijr than if you 
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are a non-Indian. This includes deaths related to suicides, homicide, 
accidents and injuries and alcoholic end-stage disease. 

The IHS is conmitted to maintaining a balanced delivery of acute and 
prevention services that addresses the disease entities afflicting Indian 
people. This is demonstrated by the activities of many of our Service Units 
but perhaps nowhere more dramatically than rights here in western New Mexico at 
the Zuni Comprehensive Conmunity Health Center. 

At Zuni the problem of diabetes has been attacked through a multidisciplinary 
effort spearheaded by the Service Unit health, educator. This activity has 
focused primarily on fitness and self -care. It has had a high degree of 
success with 20 people able to cease the use of insulin while returning to 
normal blood sugar levels. Other patients are expected to have the same 
outcome as the program progresses. In addition, the rate of alcohol and 
chemical abuse appears to be decreasing. The community has taken ownership of 
the process and the mental health of the comnunity appears to be improving. A 
more detailed description of the Zuni experience is attached. Also attached 
are descriptions of current health promotion disease prevention activities 
being carried out in the Phoenix and Navajo Areas. Finally, a brief profile 
is attached of the Navajo Area*s health promotion and disease prevention 
status. 

The IHS is seeking ways to actively replicate this process. The health future 
in Zuni and other Indian communities will depend upon the degree to which IHS 
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is able to proliferate these activities and most importantly to cultivate a 
sense of cooniunity ovmership of the plan and implementation of prevention 
services. 

The above discussion indicates in a small way the IHS conmitment to health 
promotion and disease prevention. S. 400 contains a clear statement of policy 
and goals vdiich we support. We testified to that effect at the hearing on S~ 
277, the Indian Health Care Improvement Act reauthorization bill, >Aich 
contains many of the provisions found in S. 400. But as we previously 
testified, we oppose those S. 400 provisions which provide for an extensive 
system of reports, regulations and tribal plans »Aich we believe would divert 
scarce resources from health promotion and disease prevention services. In 
addition, S. 400 would authorize $500,000 for an unecessary demonstration 
authority and requires IHS to maintain the Community Health Represent it ive 
Program, neither of which are included in the President *s budget. 

I will be happy to answer any questions which you may have. 
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Zuni Seiyice Unit Diabetes Program 



In the last forty years, the prevalence of Type II diabetes on Indian 
reservations has evolved from a rarity to a full blown epidemic. The average 
white American has a one in twenty chance of developing diabetes. The odds 
among American Indians are one in four. Here in Zuni, it is estimated that 
one out of three adults over the age of thirty- five will develop the disease. 

Diabetes is a chronic, metabolic disorder which affects the body's ability to 
metabolize food into energy. Among type II diabetics, there are not enough — 
insulin receptors in the cells to absorb all the glucose (sugar) which is 
produced. The unused glucose accumulates in the blood to unhealthy levels. 
This in turn leads to complicatioiis. 

In 1971, 55,000 outpatient visits to Indian Health Service clinics nationwide 
were attributed' to diabetes. In 1^83, this number soared to 154,000. 
Diabetes was the leading reason for outpatient visits in Zuni last year. In 
1973, there was one case of kidney failure, or end-stage renal disease, in 
Zuni. In 1984, there were twenty cases, resulting in a cost to the service 
unit of $500,000, or $25,000 per patient. Other complications attributable to 
Type II diabetes are: retinopathy, strokes, coronary disease, and nerve 
damage. These complications are occurring at an accelerating rate and will 
continue to be more costly to the IHS system. 
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The encouraging news is that Type II di?betes is a disease that can be 
prevented and easily controlled. Doctors have always kno^vn that obesity 
increases the risk of developing Type II diabetes. Now they also know that 
weight loss somehow reduces blood-sugar levels by increasing the number of 
insulin receptors. 

The Zuni Diabetes Project has been in operation since July of 1983. It is an 
exercise/ education program which consists of five aerobic exercise classes a 
week. The classes are between 45 minutes to 60 minutes in length and include 
exercises choreographed to popular iousic. These exercise classes are 
supplemented by- educational classes which provide information about 
physiology, nutrition, exercise and other diabetes related topics. 

Over two hundred Zunis have participated in these classes. Fifty of these 
individuals have experienced an average weight loss of fifteen pounds. Twenty 
diabetics have been taken off insulin and now record normal blood sugars. 
Since all Zunis are at risk of developing Type II diabetes, this class 
provides both primary and secondary prevention. Those Zunis who participate 
and lose weight through exercise decrease their chances of ever developing 
diabetes. Those who have diabetes, that exercise and lose weight can often 
control their blood sugars without medication and prevent possible 
complications in the future. 

This class has served as catalyst to the development of other aerobic classes 
and fitness activities in the Zuni Community. When this class started in July 
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of 1983 there were two other weekly community aerobic classes available. As 
of May 17, 1984, forty-six aerobic classes are available weekly in Zuni. Many 
of those classes are being conducted at worksites by the largest employers in 
Zuni. Nine exercise classes a week are offered to hospital employees at the 
Zuni Indian hospital. Five classes a week are offered for tribal employees. 
Daily classes are, available at three different school sites. In addition to 
these worksite locations, aerobic exercise classes are also offered to special 
population groups such as three classes a week to senior citizens and three a 
week for substance abusers. Most of these classes are conducted by 
volunteers. Classes are offered every evening and on weekends for anyone in 
the conmunity that is interested in participating. 

The Zuni Fitness Series is in its second year. It consists of five monthly 
road races which, last simimer, attracted 1,200 participants. Each event 
includes a 2 mile non-competitive fun run/walk along with a variety of other 
competitive distances. 

These activities not only serve to prevent /control diabetes, but effectively 
prevent heart disease, stroke, gall bladder disease, some forms of cancer and 
a wide range of other obesity related diseases. Increases in physical 
activity can also serve to promote health. As an individual's self image 
improves with the loss of weight and increased energy, there can be a decrease 
in the dependence on alcohol and drugs. The Zuni hospital exercise program 
has demonstrated at 27% decrease in absenteeism for those participating 
employees . 
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IHS Phoenix Area Disease Prevention and Health Promotion Activities 

A review of disease patterns in relation to funds expended confirmed our 
assumptions that in the past ten years, patterns of illness had changed from 
acute infectious diseases to health problems associated with lifestyle. A 
large portion of the annual budgetary allocation to the Phoenix Area IHS is 
expended upon diseases and health problems associated with obesity, poor 
nutrition, a hazardous environment, smoking and substance abuse and lack of 
fitness. We determined that to continue the long-term expenditure of large 
sums of federal funds on diseases either caused in large part or severely 
aggravated by unhealthy lifestyles required a strong and focused public health 
approach. If individual conrounity and commercial values encourage "junk food" 
diets and poor nutrition, no exercise, use of tobacco and abuse of substances 
such as alcohol; and these values strongly influence the onset of such major 
health conditions as diabetes, high blood pressure, coronary artery disease, 
lung cancer, emphysema and the multitude of adverse health conditions 
prevalent with substance abuse; then, we determined to develop intervention, 
educational and prevention techniques to change lifestyles. 

The health staff of several tribal health departments and the IHS staff, 
frustrated by years of witnessing fine people lose their health to unhealthy 
lifestyles, found a new enthusiasm in their work by concentrating on 
emphasizing wellness . This was the origin of Phoenix Area's Health Emphasis 
Campaign (H.E.C.). The campaign is scheduled to extend through 1990. 
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The planning process has centered around the U.S. Public Health Servicers 
"Promoting Health/Preventing Disease: Objectives For The Nation*' and the 15 
health promotion/protection and disease prevention areas identified in S, 409, 
"Indian Health Promotion and Disease Prevention Act of 1985" with slight local 
modifications. Because of the extremely high incidence of non-insulin 
dependent diabetes mellitus (NIDEM), this specific entity was included in the 
category with "control of high blood pressure," A recent non-published, 
retrospective study at one of our service units indicated that high blood 
pressure was invariably associated with either NIDDM or obesity. Therefore, 
"improvement in nutrition" was incorporated with "control of obesity," 

In 1985, the Phoenix Area published a five-year Health Promotion/Health 
Prevention Plan which identifies the same Health Prevention/Health Promotion 
initiatives identified in S, 400, The Plan outlines goals and objectives for 
each initiative and is utilized by our service units as a guide in developing 
specific health programs and policies. We strongly advocate this type of 
health service and have an equal commitment to the premise that all people 
should be educated to the point of making informed decisions about how they 
can take an active role in their own care and treatment. The Phoenix Area has 
been very active in its efforts to make people better informed- Since our 
five-year plan was implemented, we have identified IHS and Tribal Coordinators 
in each of our ten service units and have made them responsible for reporting 
quarterly on the implementation and evaluation of the 15 health plan 
initiatives. 
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In 1985, all ten of our service units incorporated two or more of these health 
care initiatives into their Annual Emphasis Plans. Each initiative that is 
addressed is in response to specific health needs of the Indian tribes being 
served by the service unit. The following is a compilation of the currently 
available. Health Promotion/Health Prevention resources provided to the Indian 
coDinunities within the Phoenix Area. This overview gives some perspective of 
the various health care needs and problems prevalent within the Indian 
population groups. 

Accident Prevention/Injury Control 

1. Six service units have implemented an Infant/Child Restraint Program in 
response to the State laws requiring the use of devices to restrain 
children under five years of age. 

2. In the Phoenix Area, injuries rank second as the major cause of 
hospitalization. Service units are addressing this problem by promoting 
safety and reducing morbidity and mortality associated with accidents by 
taking action in the areas of animal control, pest control and community 
injury control. 

Occupational Safety 

Institutional Environment Control programs are being developed to deal with 
the safety of hospital employees and community residents. These programs 
investigate accidents, survey hazardous environmental contaminants, and 
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provides technical assistance for occupational safety or exposure to toxic 
agents in the reservation comnunity. 

Alcohol 

Concentration of alcohol activities are in the areas of comnunity and class- 
room education, encouraging law enforcement efforts, developing tribal program 
packages for service to deal with substance abuse. Fetal Alcohol Syndrome 
awareness, and resource availability. 

Stress 

Service units are redefining and expanding mental health projects for the 
community as well as employees through suicide prevention, stress management, 
reducing obesity and aerobic activities. 

Diabetes/Hypertension 

In conjunction with Diabetic Clinics, patient education sessions are held 
which emphasize diet, exercise and preventing diabetic complications according 
to accepted protocol. The goal is to educate diabetics so that they take 
better care of their chronic conditions and to infonn/educate their relatives 
and friends on how to avoid becoming a diabetic and/or how to take control of 
their condition and learn to live a lifestyle that is not so restricted. 

Family Planning 

Emphasis in family planning is being placed in the areas of prenatal teaching, 
parenting education, increasing the rate of breast feeding, proper nutrition, 
birth control counseling and sex education in the schools. 
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Iimtunization 

Infant inmunization programs are in place in all of the service units and 
efforts are being made to increase the rate and improve reporting through more 
con^rehensive surveillance. 

Special attention is also being given to immunizing adult diabetics and other 
high risk patients. 



Infant Health 

Within this initiative, the service units are concentrating on improving 
patient education and patient surveillance for a more comprehensive documented 
program of well child care. This includes maintaining and improving the 
current surveillance program for Otitis Media. 

Fitness and Exercise 

Employee and community wellness programs are being initiated vAich include 
health risk appraisals and aerobic classes. 

At Keams Canyon, the medical staff has developed guidelines on adult health 
maintenance that are part of protocol in the Outpatient Department. These 
guidelines will be used in a screening program by the service unit Health 
Educator in conjunction with the Hopi Tribe to provide computerized health 
appraisals for all adults. 



176 



172 



At the Sacaton Service Unit, all primary care providers attended a seminar on 
•'prescribing exercise." Each provider may now prescribe an exercise program 
for patients or make referrals to the Exercise Specialist. 

Fluoridation 

The Phoenix Area Fluoridation Coordinator is working with each service unit to 
obtain a data base on fluoride levels of community water supplies and to 
'increase the level of awareness regarding the benefits of .fluoride to dental 
health. Eleven community water systems have been fluoridated since the 
inception of this H.E.C. effort. 

By the year 1989, the goal is to have tested every water system and to have 
each one properly fluoridated. 

Nut r i t ion/Obes i ty 

The major emphasis in this Area is being placed on reducing the incidence of 
obesity which is an independent risk factor for hypertension, diabetes, and 
cardiovascular disease. The approach being taken is to obtain and maintain 
desirable weight by decreasing fat intake, increasing fiber intake, decreasing 
salt and simple carbohydrate intake, along with promotion of a more active 
lifestyle. 

Sexually Transmitted Disease (STD) 

Education of the target populations and developing protocols for STD 
management by primary care personnel have been the principal focus of activity 
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for this objection. Prevention of the spread of sexually transmitted disease 
is primarily through diagnosis and treatment of index cases and their sexual 
contacts. 

Smoking 

The goal of the Phoenix Area is to have each IHS hospital, health center and 
clinic smoke-free by 1990. Many of the service units have already developed a 
written policy prohibiting the use of tobacco except in certain identified 
areas. At the Phoenix Indian Medical Center (PIMC), cigarettes are not sold 
in the hospital and the locations in which smoking is permitted are limited. 

"Nicorette" cheving gum has been placed on the pharmacy formulary and is 
available for prescription on a limited basis through Family Practice. 



Attempts are also being made to reduce smoking in Indian children and youth 
aged 12 to 18 years by introducing smoking education programs into school 
health curriculum. 

Dental Health 

All service units have adapted dental disease prevention plans. The most 
outstanding example is the institution of a formalized dental sealant program 
for all school age children on the Whiter iver, Keams Canyon and San Carlos 
Reservations. Iha Surgeon General's promotion o£ this relatively new Public 
Health procedure has greatly increased its acceptance as a dental disease 
prevention tool. 
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Surveillance and Control of Infectious Diseases 

All service units will have written and implemented control procedures for 
nosocomial infections by 1990. Work is being done to provide infection 
control in-service education for each department within the hospital. 
Infection Control Committees have been established and are responsible for 
closely monitoring nosocomial infections. The Area Office requires reporting 
of nosocomial infections, as for two years this has been part of the Area's 
performance standards. 

Recomnendations 

New approaches are needed to encourage the healthy to avoid behavior patterns 
that lead to disease, and to identify and treat the social and environmental 
causes of disease that originate in the community. The Phoenix Area 
recognizes the need to adapt our health systems to give greater emphasis to 
health promotion and preventive measures at individual and community levels. 
We also recognize that responsibility for health should not be exclusively the 
prerogative of the health professions. Protective and preventive measures 
should be a shared responsibility with the individual. 

The Phoenix Area has conducted two annual training and motivational H.E.C. 
conferences. At each of these conferences, members of the service units and 
tribes have received specific instruction in two or more of the 15 emphasis 
areas. Tribal employees who participate are generally members of the health 
committees, of the tribal council and/or Community Health Representatives. 
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Although the Phoenix Area's Health Prevention/Health Promotion Plan is 
actively underway, it is understood that it will take a while to bring about a 
desired change of behavior. Therefore, it is important that special emphasis 
and reinforcement continue with the Health Emphasis Campaign on an annual 
basis so as not to lose the momentum generated thus far. These campaigns will 
incorporate the following: 

1. A focus on an annual' Health Prevention/Health Promotion Conference to 
bring IHS staff and tribal members together for the purpose of educating • 
and sharing ideas on how to approach common health problems. 

2. Special attention is needed now if we are to experience any change within 
the next five years in the alcohol and substance abuse problem throughout 
the Phoenix Area. 

3. Between now and the year 1990, the Phoenix Area has set as its goal, 
meeting the objectives listed in the Fall of 1980, the Department of 
Health and Human Services document called Promoting Health/Preventing 
Disease: Objectives for the Nation . 

In the category of disease prevention, there are probably only two truly 
"preventable" activities. If prevention is defined as "creating a situation 
where an entity (disease, injury or unhealthy state) cannot possibly happen," 
then the preventable activities are immunizations and fluoridation. THE REST 
OF im INITIATIVES ENTAIL SOME TYPE OF EDUCATION, - usually to induce behavior 
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modification either individually or institutionally. In the Indian Health 
Service, the first line of health promotion/disease prevention is the staff 
working predominantly in the field and taking healthy attitudes and practices 
into the coninunities and homes. In the Phoenix Area, this is being done more 
and more by the Conmunity Health Representat ives (CHR*s). All of our CHR 
contracts are being changed to significantly emphasize the impact these 
members of the community can have as key players on the WELLNESS TEAM. They 
are being trained in home safety and encouraged to identify health and injury 
hazards around the home at every visit. They have been molded into a very 
effective team in the identification and follow-up of infants with acute 
otitis media. With very preliminary figures available, it appears as though 
this specific *!otitis media" program will help significantly to reduce 
permanent hearing loss in Indian children located in all of our service units 
and tribal communities. 

Since 1983, the Phoenix Area has spent approximately $250,000 in specifically 
identified wellness projects. This does not include the time donated nor the 
salaries of those people working primarily in the health promotion field. An 
increase in available resources would enable more training and when additional 
funds are identified, they will be targeted primarily in three broad fields, 
(a) preventing substance abuse, (b) improving nutrition and (c) promoting 
fitness levels of the beneficiaries of the Phoenix Area of the Indian Health 
Service. 
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Navajo Area Indian Health Service 
Health Promotion and Disease Prevention 

One of the major objectives of the Director of IHS in FY 1985 is to promote 
and implement disease prevention/health promotion programs. Our experience 
with the infant and child immunization initiative of the Service over the past 
several years has been most gratifying. Should this type of Health 
Promotion/Disease Prevention coordinated^ activity be expanded into other 
areas, we feel certain that successes of a similar nature can be achieved in 
those areas emphasized. 

Indian patterns of morbidity and mortality have shifted quite dramatically 
since the founding of the IHS. For example, in i960 the leading causes of 
death on Navajo were: (1) Accidents (16t of total deaths), (2) Influenza 
(121), (3) Certain Diseases of Early Infancy (l2t), (4) Gastritis, Enteritis, 
etc (71), and (5) Diseases of the Heart (6%). In 1960. 40 percent of all 
deaths were to infants under the age of. one . 

By 1980 the leading causes of death on Navajo had shifted away from infectious 
diseases. The leading causes of death were: (l) Motor Vehicle Accidents 
(I9.4t), (2) Other accidents (11.7%), (3) Heart Disease (9.8»), (4) Cancer 
(6.9t), and (5) Ill-defined (8.2<j. Now only 8 percent of deaths are to 
infants under the age of one year . 
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The Navajo Nation still experiences a higher chan expected morbidity and 
mortality due to infectious and communicable diseases. However, the emerging 
health problems of the 1980 's and beyond are those that are related to chronic 
illness and a larger group of conditions related to lifestyle and behavior of 
individuals. It is significant to note that these emerging healtli. problems 
can, for the most part, be prevented. 

Morbidity and mortality events of the present and the future on Navajo, which 
must receive focused planning and intervention, include: 

1. Under 4 years - HaemophUus infections: We hope to begin conjugated 
vaccine trials for serological response and efficacy in 7/85. Some work 
in this area is underway in the Alaska Area IHS as well. 

2. Under 4 years - Gastroenteritis: Sanitation efforts are on-going and 
Rotavirus vaccine trials as sanctioned by the NIH may be carried out on 
Navajo, hopefully in the next year. 

3. Under 4 years - Pneumonia: Improved nuturition and enhanced sanitation 
practices are necessary. Vaccination may be available nationally in a 
few years. 

4. 1-20 years - Dental Caries: Improved hygiene and enhanced fluoride 
treatment programs are necessary. Peridontal disease programs need 
emphasis for young to middle age adults. 
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5. 15-55 years - Motor Vehicle Accidents: In the age group below 5 years we 
have cooperated with the Navajo Area-wiae infant seat campaign. In the 
older age group, seat belt use and the reduction of alcohol abuse would 
contribute to improved health. We are encouraging continued emphasis on 
preventive education by the Emergency Medical Services Program staff 
serving the Reservation. 

6. 10-65 years - Alcoholism: Intensified education programs at an early age 
are essential to success in reducing sequelae from alcohol abuse. 

7. Up to 65 years - Obesity: Nutrition education, and exercise program 
development are needed to reduce diabetic, hypertensive, and other 
cardiovascular complications of the obese. Work with school boards and 
physical education program staff will be important to success. 

8. 25-65 year - Diabetes: Education programs and special clinics have been 
an area of emphasis on Navajo in FY 85. Almost 1 out of every 30 visits 
to our clinics is by a diabetic patient. We have developed a 5-year plan 
to better identify diabetics and hopefully our education efforts will 
reduce the number of diabetics with complications in future years. 

9. 25-65 years - Hypertension: Aggressive screening and treatment campaigns 
must be instituted. 
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10. Over 55 years - Pneumonia: In FY 1986 we will begin an aggressive 
campaign of immunization. 

11. Over 55 years - Influenza: In 1986 we will intensify our vaccination 
program for this age group as well as for individuals at high risk. This 
emphasis area will have to continue on an annual basis. 

The Service has demonstrated the ability to change to meet the challenges and 
improve the health Cw-e status of Indian people over the past three decades. 

The emergence on Navajo of the Tribal Division of Health ten years ago has led 
to a valuable partnership between NAIHS and Tribal Health program staff. The 
Navajo Tribal staff most notably provide services through the CHR, BiS, 
Environmental Health, Home Health, Behavioral Health, Social Hygiene and 
Nutrition Programs. 

We recently conducted a review of the collective Navajo Indian health status 
against the fifteen priority areas identified by the Surgeon General in 1979 
and against the 200 plus Objectives for the Nation published in a DHHS 
Document in the Fall of 1980 entitled "Promoting Health/Preventing Disease". 
Vve rapidly discovered that the Navajo Area IHS data systems presently in place 
did not allow us to profile current status nor will these same systems allow 
us to track progress toward meeting the established National objectives. We 
also discovered many objectives for which no professional knowledge is 
presently available to enter into a data system which might be available in 
the future. Both of these needs will be addressed as we monitor our efforts, 
revise our plans and evaluate our program success in achieving Navajo-specific 
priority goals and objectives. 
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Senator Bingaman. Did you want other members of the panel to 
speak at this point, or are they here to answer questions? 

Mr. IVEY. My understanding of the request, that we would be 
available here collectively for your questions. 

Senator Bingaman. OK, thank you very much. Go ahead. Senator 
DeC!oncini. 

Senator DeConcini. You want to start? 

Senator Bingaman. No, you go ahead and ask whatever you 
have. 

Senator DeConcini. I have several questions of this distinguished 
panel. I want to thank you, Mr. Ivey, for being here, too. Much of 
the testimony which the committee has received today is quite 
overwhelming to me, indicating that diabetes is — and maybe has 
for a long time, been in epidemic proportions among native Ameri- 
cans. Do you have the information here, you know, why is that the 
case? 

We heard obesity and we heard nutrition, but is there some — 
why is this disease showing up among Indian people more than 
seems to be anything else, or is it just one of a number and it hap- 
pens to be a little higher percentage? 

Td appreciate anything you can give to answer some of that. I 
knew it was high, but I didn't realize it was one in four, we heard 
today, among the pueblos. 

Dr. GoHDES. As you know. Senator DeConcini, in Arizona the 
landmark research on ty^e 2 diabetes is being carried on in the 
Indian community among the Pima Indians. 

And what we understand from this research as well as other re- 
search carried on around the world, is that there may be some- 
thing they call a thrifty genotype. That people who have lived 

Senator DeConcini. Pardon me, a thrifty 

Dr. GoHDES. A thrifty genotjrpe. 

Senator DeConcini. OK. 

Dr. GoHDES. People who have lived under conditions of alternat- 
ing feast and famine, or conditions where there was food at one 
time and not so much food at another, have evolved a certain type 
of metabolism that predisposes them, when lifestyles change, that 
is, ample food intake and decreased activity, to gain weight and to 
develop noninsulin dependent diabetes. 

Now, this is a hypothesis you can't test in a laboratory, but 
Doctor Neel from the University of Michigan suggested this about 
20 years ago as an explanation for the emergence of this form of 
diabetes in many groups of people around the world. 

This is not a unique problem to American Indians, it is also oc- 
curring in Micronesia and other places in the world. 

It appears that there is probably a thrifty gene or a particular 
diabetes-prone genotype, the exact mechanism of which we dcn't 
yet understand. Given this genetic background, as lifestyles have 
changed and people have become heavier, then diabetes emerges. 

Senator DeConcini. Is that inherited, too? 

Dr. GoHDES. The genotype is inherited. Within Indian families, 
there is a predisposition to develop noninsulin dependent diabetes 
if people gain weight. 

Senator DeConcini. All right. 
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Dr. GoHDES. If one looks at the studies on Gila River, it's very 
clear that with one parent or both parents having diabetes, the 
risk goes up as the person's weight goes up. 

Senator DeConcinl Well, thank you, that's helpful. I had no 
idea, so even with long-term nutrition care, it would take a long 
sustained period of time to overcome it, because it's hereditary, it 
passes on to generation after generation, right? 

Dr. GoHDES. Yes, sir. Doctor Kelly West in Oklahoma did a 
number of studies looking at the problem there. His conclusion was 
that prior to World War II diabetes was not a problem in the 
Indian communities in Oklahoma. After World War II as lifestyles 
changed and people's food changed and their activities changed, 
people became heavier and diabetes emerged as a clinical problem. 

Senator DeConcini. Thank you, that's very helpful. What per- 
centage. Doctor Ivey, of the Iiidian Health Service Program activi- 
ties are devoted to preventive health care? 

Mr. Ivey. In terms of resource? 

Senator DeC!oncini. Yes, sir; do you know? 

Mr. Ivey. Offhand, I would hesitate to give you a response. We 
could provide that for the record. 

Senator DeC!oncini. Could you provide that 

Mr. Ivey. Yes, sir. 

Senator DeConcini [continuing]. And could you provide it for the 
record in the areas, you know, like the Phoenix area, the Navajo 
area, Albuquerque area, or you know, half a dozen different areas? 

Mr. Ivey. Yes, we can, we will do that. 

Senator DeConcini. I'd appreciate your doing that. 

[At the request of Senator DeConcini for additional information, 
the following supplemental information was submitted by Mr. Ivey:] 

Response Received From Mr. Ivey 

In response to the percentage of Indian Health Service resources that are alloc&c- 
ed to preventive health care, the total for fiscal year 1985 is 8.14 percent. 

As to the percentage of Indian Health Service resources by area allocated to pre- 
ventive health care, the following percentages are for fiscal year 1985: 



Aberdeen... 9.63 

Albuquerque 7.72 

Anchorage 8.63 

Bemidji 9.10 

Billings 8.52 

California 6.16 

Navajo 9.25 

Oklahoma , 8.15 

Phoenix , 8.36 

Portland 8.78 

Tucson 10.10 

Nashville 6.67 



Senator DeConcini. What proportion of Indian health problems 
which are now emerging in the Indian community in your judg- 
ment or somebody here really are preventable today? Are they sJl 
preventable if we have enough resources? 

Mr. Ivey. Would anyone like to answer that? 

Senator DeConcini. I realize that's certainly a panoramic ques- 
tion, but I wonder what the expe^rts think here? 

Ms. Waconda. I won't be the expert, but 

Senator DeConcini. Well, pretend. 
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Ms. Waconda. To answer that question, I don't know that 
anyone can say how many of them have been preventable. Howev- 
er, I think that one can say that at least an attempt to prevent or 
modify the complications of those particular conditions that we 
find now certainly is realistic. 

For instance, with diabetes, we may not be able to prevent diabe- 
tes. However, we may be able to prevent the complications of dia- 
betes. 

You're talking about overweight. You may be able in some wavs 
to prevent overweight. But each one of those things would really be 
a specific topic that you'd have to deal with. 

However, I might add the prevention activities, especially in the 
Indian Health Service, have shifted considerably ifrom dealing with 
the specific patient with a clinical disease, and shifting over to pre- 
vention earlier in the person's life. 

In the Albuquerque area, we have demonstrated several different 
projects with working with the BIA schools and the State schools, 
in which we are really starting with education of the children re- 
garding lifestyle habits, which does include accident prevention, 
nutrition, stress, even at that age, stress management, and those 
kinds of things, from the kindergarten level all the way through 
the 12th grade. 

Now, it's true that not every school has that, but an attempt is 
made to begin that, and to work directly with the Department of 
Education, with the BIA, to hopefully get that going. 

Senator DeConcini. The same would be true on alcohol abuse 
and 

Ms. Waconda. That's right. 

Senator DeConcini [continuing]. Chemical abuse? 

Ms. Waconda. That s true. 

Senator DeConcini. If we had programs or assets and resources, 
you think it would be— well, let me put it this way: There's no 
knowledge here that— that thinks that the cultural society of any 
of the native Americans would not be receptive to a good education 
preventive program say in alcoholism? 

Ms. Waconda. Probably not, but yet at the same time, there are 
differences among the different groups of Indian people, so that I 
think it makes it very important 

Senator DeConcini. Can't compare them all? 

Ms. Waconda. That's right, that you can't say that one particu- 
lar kind of education would be acceptable in all communities, and I 
think that's what stresses the necessity for those of us who are in 
the health provider field, that we really know the community well, 
and that we work directly with the tribal groups to really find out 
what is acceptable in that particular community. 

As you heard this morning, the one thing that went just great 
was the one at Zuni. 

Senator DeConcini. Yeah. 

Ms. Waconda. For some reason, and probably they're numerous, 
something happened and it really did work. The same thing might 
happen in another community, whereas in another Indian commu- 
nity, maybe running just wouldn't be the thing. 

Senator DeConcini. One more question, Mr. Chairman. Let me 
just ask you. Doctor Ivey: Can the Indian Health Service's present 
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data system provide a profile of current Indian health status to de- 
termine how IHS is doing in terms of meeting the national health 
objectives set by the Surgeon General? 

Mr. IVEY. I think that I would have to say that our data system 
at present isn't organized in such a way that we could provide a 
specific answer to that question in terms of the disease entities 
that you ask about. But since it is an emphasis of the Indian 
Health Service, and of course the Department, we are working 
toward that effort, and I would hope that we would be in a position 
to be able to have that information here within the next year or so. 

Senator DeConcini. Do you have the technical capacity? 

Mr. IVEY. We don't presently have the technical capacity 
throughout the system, but with the ADP plan that we're in the 
process of developing, the plan would provide us with that capabil- 
ity. 

Senator DeConcini. Thank you. I have no further questions. 
Senator Bingaman. OK. 

Mr. IVEY. Mr. Chairman, Mr. Lincoln may have something to add 
to that. 

Senator Bingaman. Sure, go right ahead. 

Mr. Lincoln. Senator, there is a national effort within the 
Indian Health Service through our chief medical officers at each 
area, and through our office of program operations in Washington 
to collect the information that you've just asked for. 

As an example, there are 15 priority areas identified by the Sur- 
geon General. There are in excess of 200 objectives identified that 
come under those 15 priority areas. Each area has been directed by 
our Washington office to start collecting data and start describing 
program efforts related to those 15 priority areas and 200-plus ob- 
jectives, and then obviously to identify what activities we propose 
to undertake in those areas over the next 3, 5, 10 years, and so that 
information is coming. 

Senator DeConcini. Thank you. Thank you, Jeff 

Senator Bingaman. Yeah, let me just ask a couple of questions. I 
was just like Senator DeConcini, very startled with the statistics on 
diabetes, the idea that one out of four native Americans in this 
country can be expected to contract diabetes. That's an amazing 
statistic, to my mind, at any rate. 

And I was impressed with the program that I gather the Indian 
Health Service has going at Zuni to deal with it. 

What would be necessary to take that program and do it in an 
entire region or area office or however you would do it? I mean, 
why— if it s working at Zuni, if people are happy with it at Zuni, I 
understand that you might fmd it doesn't work everywhere else, 
but why not at least try? 

Dr. GoHDES. We do have a diabetes program with five model 
projects sites now, where we are utilizing an approach to diabetes 
health services. We do have exercise classes in other areas of the 
Indian Health Service. 

Senator Bingaman. You say youVe got five places? 

Dr. Gohdes. We have five demonstration projects for diabetics. 

Senator Bingaman. And Zuni is just one of the five? 

Dr. Gohdes. Zuni is not one of the diabetes demonstration 
projects. 
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Senator Bingaman. Oh, it's not. 

Dr. GoHDES. This is an initiative that has been developed at Zuni. 
Senator Bingaman. Oh, I see. 

Dr. GoHDES. The problem of diabetes is very widespread, and 
some of the approaches we've taken in Zuni, we have also taken in 
the diabetes demonstration projects. You heard this morning about 
the school project in the State of Arizona, in cooperation with 
Indian Health Service and the diabetes project at the Sacaton Serv- 
ice Unit. Some of these approaches that we have been describing, 
we are in fact doing in other places. 

Senator Bingaman. Well, why 

Dr. GoHDES. Replicating this is a difficult question. And one of 
the things that it requires to replicate something like this is the 
training for people so they understand how to do this and have the 
resources to develop. 

We are developing training in diabetes. We've done a lot of it, we 
have more of a market for it, and we just keep on trying to take 
successful demonstration projects and disseminate them. 

Senator Bingaman. At the rates you're disseminating these 
projects, how quickly would you expect to be able to do something 
like what they re doing at Zuni, Indian Health Service-wide? 

Mr. IvEY. Well, I can at least start the answer. I would think 
that we're talking about several years here, at least. The projects 
that Dr. Gohdes spoke of are I believe somewhat broader than the 
one that was mentioned this morning at Zuni. I think your original 
question and my interpretation was that it asked about the Zuni 
project. 

Senator Bingaman. That's the only one I've heard a description 
of 

Mr. IVEY. Right. 

Senator Bingaman. But if you want to describe one of the other 
five 

Mr. IvEY. I think that might be useful. 

Senator Bingaman. OK, what do you do in these other five? 

Dr. Gohdes. What we've done is organized health care delivery 
services for the patients with diabetes into a preventive mode— 
rather than waiting for the patient to come in with an end-stage 
complication. We go out there to the patients, educate them, 
screening them for complications at a time when those complica- 
tions can be treated. We identify the patient as a member of a 
family and community with a predisposition to diabetes. 

There are three elements to the demonstration projects. First is 
the model clinic developing the preventive health services. Teach- 
ing other professionals to do this in other service units is the 
second element. 

The third involves getting the information into the communities 
so people understand about diabetes: Why Indian people are prone 
to it, what they can do about it and how they need to take care of 
themselves. 

We have developed a course like TB today, only we call it diabe- 
tes today, to train other health care professionals in these aspects 
of diabetes. 

Senator Bingaman. OK; let's-— go ahead. Someone else want to 
comment? 
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Mr. Jensen. A couple of different thoughts, though. One of them 
is that not everywhere is it as widespread or as high an incident 
rate such as that of the Gila River or maybe other locations that 
you've been hearing about. . 

So I don't know that we would necessarily want an IHS-wide pro- 
gram where there may be other problems more important to a 
given tribal group. 

I would like to think a little bit further as to whether I really 
would want to see a diabetes program at every one of our locations 
as a major emphasis. With limited resources, I think we want to go 
with the area that is of major concern. On the other hand, in the 
olDjectives for the Nation, diabetes has been added to the hyperten- 
sion issue in terms of attempting to focus attention, because it is 
definitely a mfyor problem. 

Senator Bingaman. Let me ask you pbout— -you testified that you 
had good cooperation with the BIA and trying to work, and you 
have some projects going forward to teach youth better health 
habits. 

My information, and it's very sketchy, but my information is 
that there's not a great deal being done in the BIA schools or the 
elementary schools or otherwise, and most—in this State or else- 
where, to teach children about nutrition or avoiding alcohol prob- 
lems or avoiding smoking or any of the other things that are gener- 
ally recognized as health hazards. 

Now, have I just been misled on that, is there a lot going on that 
I'm not informed of? 

Ms. Waconda. I wouldn't say that every school does have those 
activities going. However, I think that nationally in the Indian 
Health Service there has been a change. 

And the trend is now that we encourage our health workers to 
work more directly with the community programs, and whereas 
before that wasn't being done maybe quite as much. 

And for instance, in the Albuquerque area, in three of our local 
schools in two given pueblos we are teaching, but that's still leav- 
ing a whole gap of other schools that serve Indian children in 
which nutrition isn't taught, so it's slow 

Senator Bingaman. So these are three elementary schools? 

Ms. Waconda. Yes, it's slow and it's getting started and we are 
encouraging people, our health workers, to go individually into 
school systems and deal directly with the school principals and the 
community to try to get things going. 

But you are right in saying that it is not certainly every school. 
However, at least a trend has been set. 

Senator Bingaman. To get an idea of how prevalent it is, you're 
talking about three schools where nutrition is being taught out of 
how many in the Albuquerque area? 

Ms. Waconda. Let's see, how many-— we have I would say at 
least— now, this is really a rough figure in the Albuquerque area, 
but considering the 19 pueblos, at least a day school out in each 
one of the pueblos. That s 3 out of 19. 

Senator Bingaman. So you think 3 out of 19 schools it is being 
taught? 

Ms. Waconda. I do know for a fact that it is being taught. 
Senator Bingaman. And that's at all grades? 
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Ms. Waconda. That's K through 6th. 

Senator Bingaman. K through 6th. ^ 

Ms. Waconda. These are demonstration sites, and we re hoping 
that by meeting with the principals from the other schools, that 
they will, of course, buy into this system as well. But it 3 a— I 
agree, it's a very slow, lengthy process. 

And as you were asking about time in the Albuquerque area, we 
have— just beginning to develop a 5-year plan, and were hoping 
that meeting these 15 national objectives in health promotion and 
disease prevention, at least we will have some record within 5 
years to demonstrate that we have done something, but that cer- 
tainly isn't to say that we have done everything, or we will have 
done everything by that time. 

Senator Bingaman. Let me just ask a final question, picking up 
on something that Mr. Miike said when he started today. He said 
that there was a perception, or at least I understood him to say, 
there was a perception among tribes, that the IHS did not involve 
them as a partner, it involved them more as a parent'<;hild rela- 
tionship and they didn't feel they were having the input that they 
would like to have into these issues. Is that a fair criticism, is it 
wrong, what's your perception? 

Mr. IvEY. Well, I think that historically that maybe is more true 
in the past than it is now, but that's not to say that efforts can't be 
and shouldn't be made to improve that relationship. 

Since the passage of 638 and with more contracting with the 
tribal groups, much more of these discussions have occurred in 
terms of the development of the health boards and the different or- 
ganizations that our people work with. We are trying to overcome 
that particular notion that that does exist, and historically it may 
be more true than now. That's not to say that what he said 
doesn't have some merit. 

We are aware of it, and in each of the areas we do encourage, 
and in fact insist, that the management of the Indian Health Serv- 
ice programs in the service units meet with the tribes for consulta- 
tion. That's an effort that continuously needs improvement. 

Senator DeConcini. May I ask another question? 

Senator Bingaman . Go ahead, sure. 

Senator DeConcini. I just thought of one thing. Are you familiar, 
Mr. Ivey, with what the Senate budget passed 2 weeks ago, what 
the figure was for Indian Health Service? 

Mr. Ivey. No, I don't have access to that information. 

Senator DeConcini. OK; I don't, eithe-, I can't remember. We 
had so many different figures there. I was wondering how that— if 
the Indian Health Service had done any analysis of what thats 
going to do if that figure sticks. 

Mr. Ivey. We haven't. 

Senator DeConcini. OK. 

Mr. Ivey. At least as far as I know. 

Senator DeConcini. OK. 

Mr. Ivey. We haven't received the information. 

Senator DeConcini. Well, we'll get into that later. Thank you. 

Senator Bingaman. Did you have a comment? 

Mr. Jensen. Specifically to the health emphasis campaign in the 
Phoenix area, we have conducted now 2 years in a row an annual 
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conference at which we have invited and had participation from all 
of the tribes within the area, and we plan another one this fall, 
picking off essentially each of the emphasis activities for each of 
the years. 

And I think that we've already essentially heard that health pro- 
motion and prevention activities are highly educational in nature. 
And I thdnk what we attempt to do through these conferences is 
create a heightened awareness upon which then to begin to build 
these other programs. 

Senator Bingaman. Let me just ask a final question, and then 
ril let you all go, but in this bill that we put together, this S. 400, 
weVe got a — we call on the Indian Health Service to do a great 
deal in the way of planning, to implement programs, to work with 
tribes, to implement plans, to work on preventive health. 

How much of a change and how much of a burden are we trying 
to impose on you folks? Is this thing unreasonable, given your 
present other responsibilities, is this something that you can do, is 
it something you are doing? You know, Td be interested in your re- 
action. 

Mr. IvEY. I don't think it is unreasonable. I think the Indian 
Health Service, as we testified, supports the goals and objectives of 
S. 400. I don't believe that it would require that much additional 
time in order to look at the record of what the Indian Health Service 
is doing in terms of services. As the disease patterns and conditions 
have changed, we have, of course, been changing and moving in 
that effort for the last 20-some years. 

It would seem to be a natural outgrowth as we become more aware 
of diabetes and the community injury control measures and the 
n^ed because the high rate of accidents. As we look at the epi- 
demiology of where our cases are coming from, it would certainly 
seem tc- be indicated as far as a need for us to move. 

Senator Bingaman. Ok, thank you very much, we appreciate 
your testimony. 

Senator DeConcini. Thank you very much. 

Senator Bingaman. Who have we got next? The next is a panel 
on demonstration and model programs. Cheryl Watkins, who is the 
coordinator for the Chemical Awareness Program in Phoenix 
Union High School District in Phoenix, AZ; Sally Davis, who is the 
educator of the department of pediatrics at the University of New 
Mexico School of Medicine, and Ken Hunt, who is the project coor- 
dinator for the Community Adolescent Health Program in Albu- 
querque. 

Thank you all for coming. We appreciate it, and why don't we go 
right ahead. Cheryl, do you want to start out and give us your tes- 
timony? Thank you for coming all the way to Gallup. 

STATEMENT OF CHERYL WATKINS, COORDINATOR, CHEMICAL 
AWARENESS PROGRAM, PHOENIX UNION HIGH SCHOOL DIS- 
TRICT, PHOENIX, AZ 

Ms. Watkins. Thank you, it's my pleasure. Chairman DeConcini 
and Senator Bingaman, it's a real honor to be here. This bill is ex- 
cellent and Tm pleased to be a part of it. I implemented and devel- 
oped the Chemical Awareness Program in the Phoenix Union High 
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School District, which is the largest high school district in Arizona. 

i comprehensive schools. And I train and coordinate 
schools statewide in developing chemical awareness programs in 
their school system, and in the past 4 years, I've worked in 
networking our State together to implement, push through a bill 
this year that supports schools statewide in developmg chemical 
awareness programs throughout the State. 

And what this bill does is provide some seed money for schools to 
pegin and to expand, and it coordinates the statewide effort 
through the department of education to provide technical assist- 
ance to schools statewide. "ooioi- 

I started those programs because I could not stand the pain and 
the problems that I saw in the classroom in which I was teaching 
There was no help available for the kids within the school, teach- 
ers did not understand the problem, they did not know what to do 
about it, and the kids simply were not getting the help. 

1 spent my first 5 years studying programs around the country 
^hatjere working, and I implemented a pilot program at my own 

This happened 3 years ago. Our district supported it. They were 
very pleased with it. This year we're in five of the comprehensive 
with 111 e Jht ^^^^ complete the program expansion 

hJ^hT- P™fi;?™s are working. My school district has totally 
bought in to this the school board, the administration, the superin- 
tendent, principals down. buhchu 

tr-f llA^fao^ IHf' ^^^^^ y^^'"^ w« ^^ave inserviced and re- 

trained 663 staff members, referred over 2,500 kids to help that 
have never been identified and referred before 

\ye have group counselings, support groups for kids on campus. 
We re seeing some real miracles take place in these groups. We ask 
the kids, what are you getting out of these groups? Sixty-one per- 
cent are saying, I am cutting down on my use and I'm stopping. 

Seventy-four percent said, I'm finding new positive ways to deal 
w«v«?n^r°i S/'^ty-tw? percent said, I'm finding new positive 
Sv, A ^^'^l" Sixty-seven percent, my feelings of self- 

worth and self-esteem are going up. j b acn 

We find that teachers are getting well. We're intervening on our 
Si;^^ ^'■^ their kids and their own 

families to help. They are now able to be more effective in the 
classroom as they teach. 

suspending kids, we refer them to help so they can 
S r i. 5?!"^?*^^ problem that is creating this harmful behav- 
aptVin^ f'i believe in punishing an illness and a disease. We are 
getting them to help. We have groups that are alternative to sus- 
kJJ ^^^'■fi.we can begin to intervene and help them see rela- 
tion between their alcohol use and their problems. 
tnn . i schools where we implemented the program 

f^P k H, ?),^ volunteered for help. These programs are wLtId by 
«n ^'"'"^i"^- f^'^^lty it. The parents, they're 

all crying for help and we now have something that is working 

nnr f«m[rS^" very great. It touches all our lives. It's maiming 
our families and our kids, and this no longer needs to happen be- 
cause we now have the knowledge, skills, and programs to combat 
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this serious illness. And the key, if we're really going to deal with 
this problem, is in the schools. 

This is where we can reach the masses. And implementing it in 
the schools, it's going to be cheaper. On my high school campus 
with 2,700 kids, I can put in a comprehensive program for $7,000. 

It costs $27,000 to house one student in a correctional facility, at 
Abode Mountain for 1 year. 

These programs must be comprehensive, kindergarten through 
12, and they must be culturally adapted to the needs, so that every- 
one is reached equally. . u • 

What is happening is the entire educational system is buying 
into this, and my— we're impacting 17,000 students and over 1,000 
teachers. 

Through the State legislation, schools statewide are feeling sup- 
ported, and out of this, I talked to the dean of education at Arizona 
State University, and he said, because of this, we're going to have 
to change our teacher training and we're going to have to start 
training all our teachers to learn how to deal with this. 

And I see this complete system change happening in our school 
district and community, and I see this can happen also on the res- 
ervations deaUng with the Indian population as well. 

As part of an action plan, I have developed a pilot project where 
this model could be implemented. The model is for two consultants, 
whom I feel are doing the finest work in the country in dealing 
with early prevention programs, kindergarten through 6, and inter- 
vention programs 7 through 12. 

Pilot sites will be identified. In my own school system, we have a 
sizeable Indian population in eight high schools, to pilot a cultural- 
ly sensitive program in the public schools. 

At Phoenix Indian High School, I would also like to see a pilot 
program. It's a boarding school that's within the city limits. To 
complete the pilot project, I would like to see a kindergarten 
through 6 prevention program on the reservation. 

I'd like to see a planning committee come together with the two 
consultants, and with the Indian Alcoholism Program, it is there, 
with the local tribes that the program can sensitize to the culture. 

I think this program should be piloted for 1 year, and that specif- 
ic training be developed so that core teams can come in and receive 
training and go out and impact their community. 

Chemical abuse and dependency is mutilating the minds, bodies, 
and spirits of our youth, and it doesn't have to happen, today we 
have the knowledge, the skills, and the programs that are working. 

Senator Bingaman. Thank you very much, appreciate that. 

[Ms. Watkins submitted a prepared statement, "Programs That 
Are Working: Chemical Abuse Programs in the Schools," and a re- 
lated pamphlet for inclusion in the record:] 
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Cheryl Watklns, Director • 21 E. Muriel • Phoenix, Arizona 85022 • (602) &>3-9671 

PROGRAMS THAT ARE WORKING 
Chemical Abuse Programs in the Schools 

Three years ago a comprehensive Chemical Awareness Program was 
piloted in the largest high school district in Phoenix, the Phoenix 
Union High School District (P.U.H.S.D.) with Maryvale High School serving 
as the exemplary school. Today, the program has expanded to five campuses. 
Over 663 staff members have received 8-12 hours of education on chemical 
abuse, intervention and referral? 102 volunteer staff have received 32 
hours of additional training and over 2,500 students have been referred 
to help. The P.U.H.S.D. has taken great pride in the success of the program 
and has allocated funds to extend the program to its three remaining campuses 
for the 85-86 school year. 

The P.U.H.S.D. Chemical Awareness Program is a comprehensive program 
which includes prevention, intervention, identification , referral and 
support. An important contribution to the success of the program has been 
the support groups. These groups provide support within the school for 
students who are in need of help. One-hundred and thirty students surveyed 
in the school support groups indicated 1 



2) Over 78ji felt the groups had a positive affect upon 
their ability to communicate and express their feelings 
in a positive way to others. 

3) 67J{ felt the groups had a positive affect on feelings 
of self-worth. 

4) felt the groups had a positive affeot or. their 
ability to find n«w positive ways to deal with their 
problems . 

5. 62ji found new positive ways to cope with stressful 
situations. 



Four types of groups are offered to meet the individual needs of 
studentsi these include 1) students affected by alcoholism in the home, 

) sobriety support groups, 3) intervention groups and 4) prevention 
mental health groups for high risk students not yet involved with chemicals. 



1) 



6l?5 "=«rease or elimination of all chemical use. 
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(dUKBraS^^ S^m^^f^s^^ Ts^Ds^S)^ Hid^S^qd^^ 

Cheryl Watklns, Director • 21 E Muriel • Phoenix, Arizona 85022 • (602) 863-9671 

Other components of the program are parent and community education j 
curriculum development; articulation with treatment agencies, law in- 
forcement, business and government agencies. 

Chemical abuse programs are working. This is indicated by the fact 
that 1) students and families are being identified and referred to help, 
2) students are learning to say no and 3) students are intervening with 
their peers. In addition, with early intervention, the chances of recovery 
are greater and the cost in terms of dollars and human potential become 
less and less. In Phoenix, it cost $27,000 to house one juvenile one year 
in a correctional facility as compared to $7,000 to maintain a comprehensive 
program in one large high school of 2,700 students. 

Chemical abuse and dependency continues* to be the most serious health 
problem facing our nation today. This problem knows no distinction among 
age, sex or culture. Statistics indicate that, nationally, 1 out of 3 
families in the United States are being damaged by alcohol and 80^ of 
Arizona prison inmates are serving time for alcohol and drug-related 
offenses. Local high school statistics in Phoenix indicate that students 
are using more and more and starting younger, A recent high school survey 
in Phoenix indicated « 

1) 73^ of students surveyed had observed violence because 
of chemical use. 

2) 70^ started using chemicals in the 7th and 8th grade, 

3) 32^ have attended school under the influence of marijuana 
at least once, 

k) 80^ of the 11th and 12th graders indicated riding in a 
car with a driver tinder the influence of a mood-altering 
chemical , 

The greatest potential for reaching students and their families is 
through the schools. Comprehensive programs should be in all schools 
grades K-12. Each school, . then, adapts its program to the cultural needs 
of students so all are equally reached. In order for this to happen 
within the Indian school population, I would suggest the following 
action plant 

1) Identify two people who will coordinate the project and 
who have expertise in Chemical Awareness School Programs, I 
would like to suggest » 
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Cheryl Watklns, Director ^ 21 E. Muriel • Phoenix, Arizona 85022 • (602) 863-9671 

—Rokelle Lemer, co-director of Children are People, 
5^9 Avenue, Saint Paul, Minnesota 55102 (612) 

t^A"*. a'- : has developed the finest programs 

and training m the country for children in grades V6. 
Her programs are now being used in over 212 tchools 

o^'tS:'lS%"i^lalL^!^" ^'^'^ 
--Cheryl Watkins, Phoenix Union High School District 
?nri^ni,<«r''^''S^^.^'^P^ Coordinator, state-wide consultant 
f ^ director of the Chemical Awareness Training 
^rn^i^^iJ^^V^i^' ^""/^^^ 863-9671. She has developed ^ 

a sSm«i^^^^^"*'^'^S for grades 7-12 and will be developing 
?roSr«i i.''^"^""^!?^ ^° current Chemical Awareness 
richfol^. ^^"^^ ^"'^^^ population in eight P.U.H.S.D. 

three pilot sites, if agreeable with administrative staff, ^"^^""^"^ 
'■|!?r2ighn'a;:p!:s'S.''='°°' "^^^-^^^^ "^''^ ^ovm^Uon on 

"to th^Sx^a^^a! °" reservation in close proximity 

and 32^po^t%\%"^L"or??o1Ji:/'^Le'?aif^^t'iL"^^o^\T^f^'?''^"^ 
will he invited Is well" af schoolf aglni/^^rco^'ui^^^'pe'rso^^?:"^'^"^^ 

year.^'Thr^rSfrL' ^a!MiL^?h^S^g^^"^ °- 



-Survey of students needs 
-Total staff inservice 

-Chemical Awareness Team 
selection and training 

-Student support groups 
on campus during school 

-Parent and community edu- 
cation and support 



--Development of referral 
systems within the school 
and to outside agencies 

—Development of ongoing 
staff training 

— Policy development 

— Curriculum development 
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^\imsi^^ Sm&fw^^^ ^iv^i^^ ^^^^^^^^ 

Cheryl Watklns, Director • 21 E. Muriel • Phoenix, Artzone 85022 • (602) 863^71 



5) Through the nonprofit organisation of Children are People 
and the Chemical Awareness Training Institute, core teams fron 
T schools will be trained to implement programs in their own 



We must act now, chemical abuse is mutilating the bodies, minds and 
spirits of our youth. It does not have to happen. Today we have .the 
knowledge, skills and power to stop this devastating disease. 
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Phoenix Union High School District 




Chemical Awareness Program 

A comprehensive prevention/intervention program for.studenisand their 
families affected by the abuse of alcohol and other drugs. 



Superintendent 
Dr. Timothy J. Dyer 



District Program Coordinator 
Cheryl Watklns 
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[ AT>t^blem?r:h1^mffects Everyone^ 

Loca) and Ktale slatislicK indicate: 

— 34<^f of the far.iilics in Arizona are being damaged by /^^\ 
alcohol abu.se, V 

— 40Cr of the students at a local high school have come to 
school under the influence of alcohol or marijuana at 
least once, 

— l4Cf ofthestudents indicated that theydrink two or three 
limes a week or more. 

— 739f say they have observed alcohol- and/ or drug-related 
violence. 

— 809f of all Arizona inmates are incarcerated for drug- 
related offenses. 

— United States indu.slry suffers an annual $65 billion loss 
bec'iuse of alcohol abuse. 







iv. ■ 





Chemical dependency is a treatable health problem that is increasingly 
affecting our students and their families. .Students can't make full use of the 
total school program if they are harmfully involved with chemicals which 
seriously inhibit their ability to learn. 

Schools must begin toshare in this responsibility for helpingstudents with 
chemical dependency problems that threaten the learning and overall 
Jevclopmeni of each student. The complexity of the problem requur-^^i 
cooperative effort from the school community and the family. It islherC } 
necessary that school districts provide their students and teachers with a 
comprehensive chemical awareness program. 



Goals 



To raise the level of awareness of staff, parents and 
students. 

To intervene early with student and families harmfully 
involved with chemicals. 

Provide asupport and referral system on and off campu.s. 
Improve student attendance, academic performance and 
reduce dropouts. 
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Faculty Inservice 

The cnlirc staff receives eighl to 12 hours of training on chemical 
dependency in areas such as identification, intervention and referral. 




Chemical av/areness team selection 
and training 

Twelve to 20 staff volunlccrs receive 32 hours of specialized training in 
assessment, evaluation and group facilitator training. 

Student support groups 

Groups meet once a week during the school day. These groups are led by a 
^^irained staff member and a community professional, 

^ .. There are four types of groups; 

Insight 

For students harmfully involved with alcohol and other drugs. Students a 
referred through policy as an alternative to suspension, others are referred by 
staff, parents or students. 

Concerned persons 

For students whose lives are being affected by the 
chemical abuse ot loved ones. 

Staying straight 

For ,students who choose ; live a chemical-free lifestyle. 

Sharing 

For ,students wishingsupport for problems not related to 
alcohol or drug abuse. 
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Parent education and support 

Parents arc provided education and offered support 
systems for change. 

Other program components 

— Prevention groups 

— Inlcr-disciplinary chemical awareness curriculum guide. 

— - Development of board policies and procedures 
~ Survey.1 and program evaluations 

— Articulation with community agencies, law enforcement, 
elementary feeder schools, business and government. 




— Since the program's inception IVi years ago in I9K2. more 
than 2.000 students have been referred into the program. 

— Students attending support groups in three .schools 
indicated a 61% elimination or decrease of alcohol and 
other drug use. 

— Nearly 260r continued to use. but felt a greater awareness 
of the problem. 

— Over 78Cr fell the groups had a positive affect upon their 
ability to communicate and express their feelings in a 
positive way to others. 

— - 67% felt the groups had a positive affect on their feelings 
of self-worth. 

— 74%felt thegroups had a positive affect on their ability to 
find new positive ways to deal with problems. 
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'^Alcohol is killing our teenagers^ it is killing 
them on our highways and crippling their 
potential for success. This Chemical Awareness 
Program is helping to prevent this tragic 

— Senator Jacque Steiner^ R-Phx. 



'7 learned to face my problems instead of 
running away from them/' 

— Student participant 

''These programs are the first ray of hope 
we^ve seen/' 

— Arizona Supreme Court 
Justice Frank Gordon 

'7 learned that a lot of people have the same 
problems as I do, Tm not alone/' 

— Student participant 

''We'd like to tell every school district in the 
country about our program — it's that good, 
that rewarding and that fulfilling," 

— Don Kennedy, President, 
PUHSD Governing Board 

"I can handle problems and situations better. 
Helps to know that someone will listen/' 

— Student participant 
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GOVERNING BOARD 



Don Kennedy 
Scot Butler 
Judith Pellil 

Mary Price 

Mary Carr 
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Senator Bingaman. Sally, go right ahead. 

STATEMENT OF SALLY DAVIS, EDUCATOR, DEPARTMENT OF PE- 
DIATRICS, UNIVERSITY OF NEW MEXICO SCHOOL OF MEDI- 
CINE, AND PROJECT DIRECTOR, COMMUNITY ADOLESCENT 
HEALTH PROGRAM, ALBUQUERQUE, NM 

Ms. Davis. OK, Fm here in two capacities today. First, as an edu- 
cator for the department of pediatrics at the University of New 
Mexico, and as a project director for a number of projects in Indian 
communities. 

Ken Hunt, my colleague, is going to describe in a little more 
detail the Teen Center projects that we have. 

We also have a cardiovascular intervention curriculum in eleven 
schools in the Checkerboard area which is aimed at prevention of 
cardiovascular disease. These are primarily Indian populations. 

We also have an absentee alcohol prevention project at Laguna- 
Acoma that Ken will briefly describe, to look at using absenteeism 
as a way to identify students early for intervention programs. 

Fm here in a second capacity, to briefly read part of William 
Wiese's testimony. Bill — Doctor Wiese— is the, is a professor in the 
department of community, family and emergency medicine. He has 
been involved for at least 15 years in programs through the univer- 
sity serving different tribes in New Mexico with specific demon- 
stration projects for training and health education. 

And he is the head of the division of community medicine which 
has as its specific goals prevention and promotion. 

Since you have the entire testimony in writing, I would just 
briefly bring up some of the points that were suggestions of Doctor 
Wiese: 

For a preventive approach to be more fully assumed by the IHS, a special man- 
date needs to be authorized and backed by planned and funded programs. Preven- 
tive programs are intuitively attractive as a means of breaking the links between 
risk factors and illness and injury and as a means of reducing the cost of health 
care. 

However, such proposals need to be carefully planned and evaluated. Their feasi- 
bility, acceptabilifcy, and effectiveness are not always assured. Their cost-effective- 
ness, even if the incidences or illness or injury are successfully reduced are not 
automatic. 

The committee should view S. 400 as having its principal objective to improve the 
health and well-being of Indians at section 2.1-A. 

The committee must be justifiably hopeful, but should also be cautious in its at- 
tempts to reduce the medical expenses of Indians. Section 2.1-B. 

The benefits of disease prevention and health promotion in the future in terms of 
the anticipated reductions of premature morbidity and mortality. 

Substantial implementation costs for serious programs need to be anticipated. 
One has to be realistic about the limits of our knowledge concerning the impact we 
can expect on influencing human behavior and on the linkages between behavior 
and illness outcome. 

The influence of overlying social and economic factors that are largely beyond the 
direct impact of planned programs need to be considered as well. 

It is inappropriate to anticipate that effective health promotion effects will be 
simple, necessarily effective or cheap. 

In summary, the health burdens of Indians are great, and the need for special 
development of vigorous approaches for disease prevention and health promotion 
are clear. 

The task will not be simple. It will vary among tribes as the needs differ. Never- 
theless, the ideas and the objectives of S-400 have my strongest support. 

Senator Bingaman. Thank you very much. 




202 



[Ms. Davis submitted the following material for inclusion in the 
record: A prepared statement of Dr. William H. Wiese of the Uni- 
versity of New Mexico School of Medicine; a program description of 
the National Indian Fetal Alcohol Syndrome Prevention Project; a 
paper from Alcohol Health & Research World, ''A Pilot Project 
Fetal Alcohol Syndrome Among American Indians"; and a paper 
''Epidemiology of Fetal Alcohol Syndrome Among American Indi- 
ans of the Southwest." Testimony resumes on p. 230.] 
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THE UNIVERSITY OF NEW MEXICO 
SCHOOL OF MEDICINE 
Mty 24, 1985 albuquerql'E. new kiexico 17:31 



Written testimony of Wmiam H. Wiese, M.D.. submitted to the Senate Select 
Committee on Indian Affairs with regard to S. 400, the Indian Health Promotion 
and Disease Prevention Act of 1985, In conjunction with the field hearing at 
Gallup, New Mexico on June 1, 1985. 



To the Senate Select Committee on Indian Affairs: 

I feel I am qualified to comment on S. 400, the Indian Health Promotion 
and Disease Prevention Act of 1985. I am a physician on the full-time faculty 
of the University of New Mexico School of Medicine in Albuquerque for the past 
14 years. I am professor in the Department of Family, Conmunity, and Emergency 
Medicine and Director of the Division of Conmunity Medicine. Prevention and 
health promotion are among the priority subject areas of the Division. For nine 
years (1972-81), I was project director for the University of New Mexico-Navajo 
Area Health Education Center which was a multi-faceted program to develop and 
implement the entry and support of Indian manpower into the health professions 
at all levels. For many years, I was the director at the University of New 
Mexico for the Indian Health Service's Community Health Medic Training Program 
1n Gallup. I have been Involved with a wide variety of other projects and 
programs Involving Indian health in New Mexico. I spent one year (1979-80) 
studying and working with the Stanford Heart Disease Prevention Program's com- 
munity intervention project. I am active nationally as a former director of 
the Association of Teachers of Preventive Medicine. I am presently a member 
of the U.S. Preventive Services Task Force. 

My comments are my own, and not necessarily representing others at the 
University of New Mexico. I am not aware of views of others at UNM which 
differ from mine, however. I would like to address S. 400 generally and then 
specifically with regard to Section 204. 

The Indian peoples of the United States carry special health burdens in 
tenns of incidence and prevalence of disease and Injury. These vary somewhat 
among the tribes across the country. Some have been extensively studied and 
others require further study. It Is apparent that many of the conditions involve 
antecedents and risk factors that are subject to intervention. Among the 
most obvious of these are the diseases, injuries, and deaths connected with 
alcohol use. Tobacco use and its sequelae vary greatly across different Indian 
tribes. Indian groups vary in prevalence of such conditions as diabetes and 
hypertension. For many, these conditions have extraordinary prevalence rates. 
Certain cancers are prevalent among Indians. Indians are exposed to a variety 
of occupational risks that have gone unattended. 



DEPARTMENT OF FAMILY. COMMUNITY. AND EMERGENCY MEDICINE 

DIVISION OF COMMUNITY MEDICINE 2400 TUCKER AVE. NE TELErilONE 505: 277-3253 
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^ It should be noted ilso that many of the conditions are changing In their 
incidence and Importance over time, presumably reflecting shifting sociologic 
and cultural patterns and living conditions. In previous years, tuberculosis, 
other infectious diseases, and concerns about maternal and child health were 
central, with a number of social changes and health interventions, especially 
through the Indian Health Service, these conditions have largely been controlled. 
On the other hand, alcohol and motor vehicle crashes have been a continuing 
problem. We have reason for concern that the chronic conditions that have 
plagued many other American populations, such as cardiovascular disease, are 
now on the rise in Native American people. 

The Indian Health Service has for many years advocated preventive and public 
health approaches to be included in its overall programs. There has been a 
record of success in such areas as iinp;unizat1on and maternal and child health. 
It must be acknowl edged > however, that the IHS has been limited in the extent 
to which it has been able to pursue a preventive approach in view of the 
unrernittant burden and demand for services to manage acute and chronic Illness 
and injury. 

For a preventive approach to be more fully assumed by the IHS, a special 
mandate needs to be authorized and backed by planned and funded programs. 

Preventive programs are intuitively attractive as a means of breaking 
the links between risk factors and illness and Injury and as a means of reducing 
the costs of health care. However, such proposals need to be carefully planned 
and evaluated. Their feasibility, acceptability, and effectiveness are not 
always assured. Their cost-effectiveness, even if Incidences of Illness or 
injury are successfully reduced, are not automatic. 

The Committee should view S. 400 as having Its principal objective to 
Improve the health and well being of Indians" {Section 2(1)(A)). The Cownittee 
may be justifiably hopeful but should also be cautious in its attempt to "reduce 
the medical expenses of Indians" {Section 2(1)(B)). 

The benefits of disease prevention and health promotion are in the future, 
In terms of the anticipated reductions of premature morbidity and mortality. 
Substantial implementation costs for serious programs need to be anticipated. 
One has to be realistic about the limits of our knowledge concerning the Impacts 
we can expect on influencing human behavior and on the linkages between behavior 
and niness outcome. The influence of overlying social and economic factors 
that are largely beyond the direct impact of planned programs need to be 
considered as well. It is inappropriate to anticipate that effective health 
Promotion efforts will be simple, necessarily effective, or cheap. 

In summary, the health burdens of Indians are great and the need for 
special development of vigorous approaches for disease prevention and health 
promotion ara clear. The task will not be simple, it will vary among tribes 
as the needs differ. Nevertheless, the idea and objectives of S. 400 have my 
strongest support. 



ERIC 




205 



I have several specific comments regtrding Section 204, Health Promotion 
and Disease Prevention Demonstration Project, 

As described and If Implemented, the activities in this section constitute 
mora of a specific planning analysis than an actual demonstration project. 
The limited time frame (18 months) and the scope specified activities would 
preclude the actual setting up and running of any substantial project. I offer 
this comment as a point of clarification rather than criticism. The proposed 
activities are Indeed appropriate. In Its planning process, to be carried out 
under section 203(b), the IHS would presumably Include a set of developmental 
or demonstration phases to carefully document and evaluate the Impacts of Its 
preventive activities. 

I feel that several demonstration projects as described In section 204 would 
be preferable to just one, because of wide tribal differences and conditions 
across the country. 

The University of New Mexico has the capability to work with the IHS in 
Implementing a demonstration project, and would give serious consideration to 
applying for a grant or contract to do so. 

The Senate Select Committee should review the relationship between the 
planning activity required of the Service In section 203 and the demonstration 
activities In section 204. The former should benefit from the latter. The 
demonstration project(s) would run for 18 months , starting six months after 
enactment. (This is a minimal time frame.) The Service report to Congress 1s 
required at 12 months after enactment. It would be reasonable to allow for a 
phasing in of the Service planning effort over a longer time period so that 
results of the demonstration project can be taken into account. 

This ends n\y conments. Overall, S, 400 has my strong support. 



Winiain H. Miese, M.D., M.P.H. 
Professor, Department of Family, Coimiunlty, 
and Emergency Medicine 
University of New Mexico School of Kedicina 
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PROGRAM DESCRIPTION 

NATIONAL INDIAN FETAL ALCOHOL 
SYNDROME PREVENTION PROJFCT 

The Fetal Alcohol Syndrome Prevention Program is funded by the Indian Health 
Service (IHS) through the All Indian PueBlo Cmincil (A^PC) . It began operation 
in Fall of 1983. The current funding , will insure operation through 198A. 

Fetal Alcohol Syndrome (FAS) is an irreversible birth defect caused by maternal 
alcohol consumption during pregnancy. The prevalence of FAS in America is 
estimated to be approximately one FAS baby born in each 750 live births. Recent 
research conducted by the previous Fetal Alcohol Syndrome of the AIPC and the 
Indian Children's Program in Albuquerque, shovs evidence that the incidence of 
FAS among American Indians is higher, one in every 633 babies overall, vith 
some tribes as high as one In 100. 

Further, mild to moderate alcohol consumption may also damage Che unborn in 
other, more subtle ways. The prevalence of FAS may wake it the most common 
recognizable birth defect among botlV Indians and Whites. 

Because women who do not drinlc alcohol during pregnancy are at no risk for 
having an FAS child, the possibility of preventing this birth defect through 
extensive public education in Indian country ir. enormously encouraging. 
Further, research has found that fetal alcohol damaged Indian babies are born 
to a relatively small number of women. Therefore, identification of these 
women and intervention efforts hold great promise. 

The National Indian FAS Prevention Program has trained a spectrum of people in 
FAS, its history, its etiology and prevention strategies. The major focus is 
to spread the current state of knowledge to local areas through the training 
of two types of expert trainers: (1) FAS clinical specialists for each IHS 
area, and (2) a minimum of ten prevention trainers in each IHS service unit 
and/or reservation. These trainers are selected from programs dealing vith 
Indian health, alcoholism, education, social service, maternal and child health, 
health education, child welfare, and headstart programs. We work with locil 
officials and leaders in selecting the people to be trained. 
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The National Indian FAS Prevention Program also serves as an on-going resource 
center. Nev health education and resource materials are being developed v&ich 
Include pamphlets, posters, a Bibliography, a training outline, nevs releases, a 
resource guide, an FAS glossary, and copies of selected articles on Fetal 
Alcohol syndrome. We are happy to prcFvide all types of information on Fetal 
Alcohol Syndrome and related topics. 

Re endeavor to work, with all interested health, tribal and community leaders to 
insure that the next generacion of every tribe is the healthiest yet. 

Accomplishments to date include:- 

(.1) We trained 35 clinical and prevention specialists from each of the 10 IHS 
Area and Program offices. We woric vith these specialists to coordinate 
the training for prevention and the clinical services needed by FAS 
children in their administrative areas. 

(2) We have trained local prevention trainers in 91 Service Unit locations 
(there are a total of 92) across- the country from Maine to Southern 
California, Alaska to Louisiana. He are going to do one -more on this 
contract. Each cl these sessions- lasts a full day. 

(3) . We have trained over 1900 trainers- in FAS recognition and prevention. 

Most are actively pursuing prevention in their Service Units and/or 
communities. We have data indicating that their work is being well 
received. 

(Al We have trained an average of 21 trainers per session with an average 
evaluation score of 4.5 out of a perfect 5.0. 

C5). People trained come from IHS clinics, BIA Contract and public schools, 
CHR, alcoholism, -mental health, WIC, Head Start and other programs. 
Their diversity should help them reach a broad spectrum of the population. 

(6> We continue to serve as a support center for trainers and all interested 
people serving Indian populations. We distribute free pamphlets, posters, 
fact sheets and other information on FAS. We have distributed over 5000 
posters and approximately 120,000 pamphlets to date. We designed 10 
different pamphlets and 6 different pospers to impart the message in a 
variety of ways and to reach the various tribes in culturally sensitive 
ways. 
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C7) We are currently working to evaluate the effectiveness of our trainers 
training by helping them docmnenC tHe retention of important information 
in Che populations in vhich they are training. 

C8} In all we find chat FAS is an extremely weU received topic and an 
excellent vehicle for prevention.- The fact that it is a totally 
prevencaBle birth defect which is afflicted on the innocent seems Co 
moCivate people greaCly. Vsing. tBe above strategies, this raocivacing 
factor and local expertise allows us: to pass along prevention knowledge 
and efforts to the local communities where it can be implemented. 

For TOore information on our previous efforts, see the attached journal 
articles. 

May, Philip A. and Karen J. H:'ra5aagh. "A Pilot Project on Fetal 
Alcohol Syndrome Among American Indians"- Alcohol Health and Research 
World, Volume 7, Number 2, Winter 1982-83, pp 3-7. 

May, Philip A.; Karen J. Hymbaogh; Jon M. Aasej and Jonathan M. Samet. 
"Epidemiology of Fetal Alcohol Syndrome Among American Indains of the 
Southwest." Social gioloKV , Volnrae 30, Number 4, 1983» pp 374-387. 

For more information of any other nature pleas-e contact our office directly. 

National Indian Fetal Alcohol 

Syndrome Preventon Program 
All Indian Pueblo Council, Inc. 
2A01 12th. St. N.W. 
Albuquerque, New Mexico 87102 
Phone: C505) 766-2873 

Program Staff: 

Philip A. May, Ph.D. Director 
Karen J. Hyrabaugh, Field Coordinator 
Deborah K. Monteau, Field Coordinator 
Wildred H. Weller, Administrator 
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r: (From Alcohol Health § Research World, Winter 1983/83) 

' ^^^^B||;iAPil0tPlDjeCtCMl. 

^^^^p^CQhd Syndrome 
*"**^^^P^merican Indians 




^ he Fetal AtcohoUyndrome (FAS) Project of the 
4ndian Health Service was Conceived and estab^ 
lished in 1979 as t speciiU project foTtli^iatenia- 
^ ^ . lion al Year of th e Child . • : ' : ; f-^' * ^ C 
^ ^P^^^ con vraed from ti^ous prot ' -i 

^•¥^'^^■1^*^ of the Indian Health Service^ fdt iKat fetal '-/i' 
^^flt»*foI syndrome was becoming a problem mn^oni iome.i w'i 
»g|6glm«tern tribes in the Uniied Sutes, ^though' -'^r 
^"=^^ct riatur^ and «teiji of the prbWem ven^:'iuiksKmn/^-^ h 
fMM^^- ■ comprehensive protram; to meet 'the- • 

*™**rt?nt Meds the. Indian people as well as to provide ' 
jr^^^Bd ^md answers to fundamental research Questions • ' 
gg^t the occurrence of fetal alcphp! syndromc.lnthe' ' ^f " 
api^-^ndian popuIatioDi^r^'' '■:/'^-i^^['-'''-r^.\ 
^j^eo^ J^neclt^ftitHe project H wpected ta be'df ' i 
V*^*'^'*'^' throui»na|Mj>fr4ip{|ed. States, . 
-^^^J^^^-^y^^^^^y "^<©M^»>rtnbeoIturet m ' v : ' 

iT:^^^^^'^^^^^ wcaiWyb« rreqffeii^^irth 
FlS^*^*^ 2»Uiei;and ,*'lrt^ , . .v? 

tM^bnfi^ ^lainte^^ mi;7Ji^^^^^ has been . 
•^*^^ed to aiil^tb'tbe prtbl^ 
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Indian groups served include the Nav 
•jos. Aptches, Pueblos, and Utes. In 
1910, about 240,000 Indians lived on 
26 reservations in ihe areas. 

The socioeconomic status of the 
southwestern Indian tribes varies, Tor 
they represent cultures in various 
stages of transition (Kunitz and Levy 
1981). Many young Indians are up- 
wardly mobile through recent 
educational and economic gains, but 
the majority of the individuals and 
tribes served have little advanced 
education and few economic assets. 
Increased resource development, on 
reservations and in the Southwest, has 
wrought drastic changes in the social 
and cultural systems of these tribes. 

The land area on which they live is 
vast—over 150,000 square miles 
(figure I). The Navajo reservation 
alone is larger than the State of ^est 
Virginia. Although most travel can be 
done by car, a small charter plane is 
required to reach some outlying areas. 
Within the Indian Health Service sys- 
tem, 1! hospitals and lOcliracs in var* 
ious locations serve as contact points 
for the project. 

The project was designed with sev- 
eral objectives. Treatment efforts were 




FIgirt 1. Major Indiin Reservations of the Southwest 
to emphasize clinical diagnosis. The 
purpose of diagnosis was to identify 
the clinical manifestations of FAS in 
Indian children, dr/elop a treatment 
plan, refer children to available re- 
sources, and prevent further FAS 
births (table 1). Training of clinicians, 
outreach worker;, and community 



groups was to focus on the recognition 
and prevention of fetal alcohol syn- 
drome. Research efforts were designed 
to assess the incidence and prevalence 
of the syndrome among Indian chil- 
dren, determine its etiology, and use 
this information to develop prevention 
strategies. 



Staff 

T^he FAS Project staff consists 
of four regular staff and two 
consultants: a half time direc- 
tor (Ph.D.), two full-time field 
coordinators (B.S. and A. A.), a full- 
time secretary, and two consultant 
dysmorphologists (M.D.). Teamwork 
is necessary, as is 2 thorough knowl- 
edge of both the Indian Health Service 
and the local tribal systems. Two of 
the staff are Indians from the local 
area, and all staff have considerable 
experience in Indian health care on lo- 
cal Indian reservations. 

The director oversees all aspects of 
the project, from training and research 
lo relationships with agencies and 
tribes and administrative matters. 
Professional experience in epide- 
miology, field research, and commu- 
nity health is needed. The director is 
responsible for much of the training of 



a variety of individuals, from 
physicians to outreach workers. 

The two field coordinators provide 
all project services in their assigned 
geographic area. Training of local out- 
reach workers and citizens js a major 
duty of the field coordinators. They 
also coordinate all clinics in their as- 
signed area and keep track of all pa- 
tients from these clinics. Development 
of program materials and dissemina- 
tion of all types of information (pam- 
phlets, posters, articles, and advice) is 
a constant activity. On one reservation 
(Navajo) translation of materials into 
the tribal language has been import- 
ant, and on all reservations a sensitiv- 
ity (o cultural differences has been 
vital. 

The consultant dysmorphologists, 
pediatricians who specialize in birth 
defects and anomalies, are indispen- 



sable. In addition to the key role they 
play in diagnosis of the children, their 
clinical knowledge has been inval- 
uable. All initial training of clinicians 
was conducted by the dysmorpholo- 
gists. The director and field coordina- 
tors were apprenticed to the dysmor- 
phologists in these sessions and 
eventually began to assume most of 
the responsibility for the training of 
other target groups. In addition to 
clinical information, epidemiological, 
social, and counseling information has 
been added to the training when ap- 
propriate. Although different levels 
and types of training are used for dif- 
ferent groups, the initial core of in- 
formation was established by the dys- 
morphologists. The dysmorphologist, 
with minimal assistance from others, 
is ultimately responsible for each 
child's treatment plan. 

Alcohol Hnilth and Research World 
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Treatment 

T^he clinical phase of ihe proj- 
ect has had several objectives. 
The committee of experts who 
established the FAS project felt 
thai it was importani to determine and 
document if FAS children in the 
Indian population of the Southwest 
differed clinically from other FAS 
children reported on in the literature. 

Little information exists on the 
treatment of FAS children, and there- 
fore, thoughtful formulation of 
treatment plans was t priority. Each 
treatment plan was to guide the coor- 
dination of all treatment and rehabil- 
itation efforts for that child, and to 
help the child develop to the fullest po- 
tential. Once the treatment plan was 
formulated, the child w'as to be re- 
ferred to the parent organization of 
the project, the Indian Children's Pro- 
gram, A multidisciplinary team of spe- 
cialists (table 2) would then provide 
care and treatment, focusing on work- 
ing With the child's specific problems 
and working toward eventual habilita- 
tion. Whenever possible, treatment 
and habilitation were to be carried out 
near the child's home using local re- 
sources. 

The clinics were conceived as pro- 
viding a unique opportunity to work 
with the motheri of these children, 
ideally, the mothers, parents, or 
guardians would attend the clinics 
with their children, where ihcy would 
be counseled regarding future preg- 
nancies and care of the extsling FAS 
children. The clinics also were seen as 
a way to provide specific, on-site 
training for local clinicians in the diag- 
nosis of fetal alcohol syndrome. Since 
the diagnosis is a complex and multi- 
variate one. firsthand experience 
under the supervision of experienced 
persons was considered vital for local 
clinicians. 

The rcferril system. The referral 
system has been critical to the project. 
Because the area served is vast, the 
system has to be well conceived and 
dynamic. As shown in figure 2, a sug- 
gested pattern or chain of referrals has 
been set up that begins with referral in 
the local community and ends with 
treatment of the child. 

W'inier 1912/13 



A variety of informative materials 
have been developed by project staff 
as aids tn referral and other areas of 
activity. Two Indian-oriented pam- 
phlets were designed to inform Ihc 
public about alcohol damage to the 
unborn. One is simple for the less ed- 
ucated; the other is more detailed for 
those with at least a high school educa- 
tion. Another pamphlet for health per- 
sonnel describes the services of the 
FAS Project. Four posters have been 
used extensively. They relay the simple 
idea that alcohol can damage unborn 
babies, by means of themes and motifs 
from local Indian cultures. 

Identification of children wilh prob- 
lems is initially made in local commu- 
nities, clinics, and hospitals. Then re- 
ferral usually is made to one of four 
designated professionals at each clinic 
or hospital service unit — generally 
physiciiins (pediatricians or general 
medic&l officers) or nurses (clinic su- 
pervisors or public health nurses) — 
using forms with a checklist of the fea- 
tures of fetal alcohol syndrome. The 
professionals designated to receive re- 
ferrals have exhibited a particular in- 
terest in FAS and have been trained 
through lectures and clinics by a con- 
sultant dysmorphologist from the 
project. The professionals make tenta- 
tive diagnoses, help set up clinics, and 
ensure clinic attendance. 

Clinics are generally scheduled when 
a minimum of four suspected cases of 
FAS have been identified in a partic- 
ular location. They are held in the 
local facilities (hospital or clinic), wilh 
the help of a consultant dysmorphol- 
ogist and one or more FAS Project 
staff. After chart review, discussion, 
and 1/2 to I hour spent wilh the pa- 
tient, a final diagnosis is made, and a 
specific treatment plan is completed. 

In the initial planning of the project, 
the clinics were not named. One FAS 
staff member, searching for an ac- 
curate, yet sensitive, way to refer to 
the clinics, began calling them simply 
"developmental clinics." This name 
has proved useful and has been con- 
sistently used by project and local staff 
to describe all of our clinics. It is also 
accurate, for a variety of patients with 



TiMt I. Goals of ihe Fnil Akohol syndrome 
Project 

Trtlnlnt In Iht r*c«f nll^ tni ^vcnllvn of 
FAS tnd til prtntltl tlc»h«l iimift. Ttrf*t 
trMpilncluit— 

• Cllnlelani 

• Outrtteh worl^ari— Public tiiillh nuriii. 
■leohol eounHlori, Htidittrt laichtrs. 
communlly htalth nprtHntatlvii, ite. 

• Community groups— Tilbai eounCItt, 
*ct>ooli, tocal unita of covtmmant, itc. 

Clinical ilt|n«ala •! rttvtlvpmintally dia* 
■ki»4 ctilliran wti» ar* luiptettd mi havtnf 
FAS. Ttw puiMia ol Ihia ila|Mili li— 

• To dit§rmln« tha clin)eal manlttatatlona 

of FAS )n Indian chlldran 

• Toprovidi ■ (raatmant plan ifnt e«n b« 
carrtwJ out to promola aaeh ehlld'a opiimum 
davtlopmant 

• To ratir ehtldran 1o tha Indian Chlldran'a 
Program or othar rasourcai for ntadad sarv- 
leas 

• ToprtvantlurtharFASeMldran. 

Rasaarch ta Mt*f dalina ttu nttura ol aico* 
hoi iamtg* la un^m Irt^lan kaklaa. Spvelf • 
teilly »44nn»4 mn-^ 

• Ineldaneaandpravaianea 

• Etiology (mtdlcat and lociii] 

• Privintlon strataclaa. 



Tabit 2. Indian Children's f rotram Muliiditci- 
plinaryTnm 

Cllnleil payehologlata 
Davalopmantal payehologlsi 
Sptteh thafaplits 
Davalopminlai p«d|itr1elin 
Oeeupalional tharaptati 
Phyileal lhanptita 
Art tharaptit 

Voeatlonil rahabllitatton Ihirtplil 
Edueitlonit diagnoatleltna 
Soctil worKari 
Raeraitionat lhanpiat 
Child payehlalrlit 
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diagnoses in addition to FAS and aK 
cohoi-related ones have been setn. Re- 
gardless of the ultimate diagnosis, any 
child needing further special treatment 
or attention receives a treatment plan. 

All clinics are directed by a dysmor- 
phologisi, and in each a team ap- 
proach is used. Project staff and local 
clinic personnel perform support du- 
ties such as taking basic measurements 
(length, weight, and head circum- 
ference), giving a Denver Develop- 
mental Screening Test, taking a brief 
medical and social history, and collect* 
ing pictures for files. Approximately I 
hour is spent with each child. Several 
people work together in the initial 
screening, and one, two, or three staff 
people generally are present during the 
dysmorphologist's examination. The 
main focus of the clinic is obviously on 
the needs of the child, but an equally 
important part of each clinic is the 
training of staff. While the FAS staff 
learns more from the local staff, about 
local conditions and patients, they 
teach the local clinicians some of the 
finer and more subtle points of the cli- 
nical evaluation and habilttalion of 
FAS cases and other birth defects and 
developmental disabilities. Teaching 
further cements the bond between 
project staff and local clinicians. 
When the examination summary 



and treatment plan are typed, copies 
>re transmitted to the child's chart at 
the local service unit. Copies are also 
retained by the FAS Project staff and 
presented to the Indian Children's 
Program and other appropriate treat- 
ment agencies and personnel. Treat- 
ment and evaluation is coordinated by 
the Indian Children's Program, using 
a multidisciplinary team. The team 
provides the needed services to the 
child, refers the child to appropriate 
resources if they are not available 
within the team, and teaches local peo- 
ple—both lay and professionai-~-tbe 
special techniques needed to care for 
the child. All treatment is carried out 
in the local community whenever pos- 
sible. 

From initial referral to followup, 
the cooperation of various types of 
professionals and laymen is vital. It if 



: Philip A. Miy, Ph.D., is • c _ 
. Indian Cliildftn't Paoffam if the MhM 

Health Service and anodMe f ifwwi 
^ sociotoiy at the UtUvenhy of Near UrMm He 
f formerly was director of tl>e PAS yro^iet tt Mt 
' liKiiaa Children's Protraa. Kam HyafeMgfc 
Is a project aaatyil with the NctlowICoMKiar 
Alcoholism OWr OfTendcrt Scraeaiag PrvpMi 
■ in Albuquerque, h(ewMcxicD,aiirf a coMilUM 
; lothelDdianChiUtrta'tProframortiMladba 
[ Health Service. She fomeriy was AltwqMrqM 
^ area coordinator for tlie FAS proiM. 



imperative that some flexibility and 
variability be allowed in the referral 
system to assure that the particular 
needs, conditions, and circumstances 
of the local clinics and people involved 
are taken into consideration. Project 
needs must be met in a manner that 
docs not interfere with the work of the 
local clinic. 

It has been vital that the FAS Proj- 
ect serve as the ultimate coordinator 
and assume ultimate responsibility for 
treatment of the children. A particular 
advantage has been the sharing of re- 
search data and findings, both from 
the project and from the literature, 
with ail participants in the referral 
system. 

Cliaici. From the first clinic in 
March 1910 to the end of the project 
on March 3, 1912, 22 clinics were held 
in 16 different locations (table 3). 
More are planned for the future, but 
await funding. 

The average number of children 
seen per day is 9 or 10. In addition lo 
those recorded in table 3, a number of 
other children were seen briefly at ' 
these clinics for other reasons, such as 
being siblings of suspected FAS chil- 
dren. 

The breakdown of diagnoses indi- 
cates that 21.9 percent of all children 
seen in clinics had the full fetal alcohol 
syndrome, J 5. 4 percent experienced a 
milder degree of damage or fetal alco- 
hol effect, and in another 6. 1 percent, 
findings were ''suspicious." For a di> 
agnosis of fetal alcohol syndrome to 
be made, specific criteria must be met: 
(I) significant prenatal and postnatal 
growth deficit, (2) mental deficit, (3) 
facial dyimorphia, (4) physical abnor> 
nalities. and (5) documer'.stion of 
maicmal alcoholism. A diagnosis of 
fetal alcohol effect (FAE) indicates a 
mikler form of prenatal alcohol dam* 
age hi which the child has virtually all 
of the features of fetal alcohol syn- 
droBK b« in less severe form. A "sus- 
pidoM** diagiiotis denotes that the 
child merJ wuiy of the criteria for 
fetal alcohol effect, except for insuffi- 
ciem documenutton of an abusive ma- 
ternal drinking .^J»icry. In general, all 
FAS dia^UMtit: ''labels" are applied 
conservatively ind sensitively, with the 
tr*jcr focus bfing on future therapy. 
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In general, ihe paitern of malforma- 
tions found in the different Indian 
groups is quite eonsisient with that 
found among individuals of other eth> 
nie groups (Aasc 1981). 

The remaining 50.4 percent of the 
children were diagnosed as normal or 
as having another type of birth defect 
or anomaly. Other diagnoses included 
Down's syndrome, hypoparathyroid- 
ism, fetal hydantoin syndrome, and 
Nopnan's syndrome. Other types of 



developmental problems were referred 
to the clinies so that the dysmor- 
phology services eould be used, Some 
of these referrals w ere made for anom- 
alies similar in appearance to FAS, but 
others were totally unrelated and were 
made simply because the service was 
needed. ' 

The clinics have successfully pro- 
vided needed diagnostic services for 
230 children. They have been well at- 
tended, indicating the success of the 



referral system. The finding thai 44.3 
percent of the children referred are de- 
finitely suffering from some degree of 
prenatal alcohol damage is another in- 
dicator of a successful referral system. 
The clinics also seem to have helped 
create and maintain an interest in a va- 
riety of developmental disabilities. 
Providing an underserved area with a 
needed specialty has been very grati- 
fying to all. 



Training 



T^hc training of diniciar.s and 
outreach workers primarily was 
designed to aid them in the 
referral of suspect children for 
diagnosis and treatment and to use 
their knowledge in preventive counsel- 
ing with clients. Major hopes for pre- 
vention, however, were focused on the 
community training sessions involving 
tribal councils, schools, and local gov- 
ernment units. Since fetal alcohol syn- 
drome is a preventable birth defect, 
educating people of al) ages in the 
community about FAS was considered 
vital. If people could be made aware 
that alcohol causes developmental de- 
fects, primary prevention would be 
pos;iible. 

From the beginning of training in 
January 1980 to March 3, 1982, 232 
training sessions were held. In these 
sessions, 11,123 people were trained 
by three FAS project staff members 
and two consultant dysmorphologists 
(table 4). Of the 11,123 persons 
trained, 9.3 percent (1,033) were clini- 
cians, 26.7 percent (2,978) were out- 
reach workers, and 63.9 percent 
(7,1 12) were community members, pri- 
marily students. The average number 
of people trained per session was 48. 

Participating physicians, nurses, 
pharmacists, and physician assistants 
generally receive 2 lo 2.4 hours of con- 
tinuing education credits. Community 
(raining session;^ are less detailed than 
clinical sessions and rely more heavily 
on films and discussion than on 
lecture. In remote parts of the Navajo 
reservation, sessions often are con- 



ducted in the Navajo language 
liirough a community interpreter or 
the Navajo field coordinator. Com- 
munity sessions arc uniformly well 
received by young and old and do not 
meet with the resistance generally as- 
sociated with alcoliol-rclaicd presen- 
tations. In fact, the KAS presentation 
usually allow s for discussion of other, 
normally controversial alcohol-related 
topics and issues in a construciive :>nd 
relaxed atmosphere. 

In addition to formal training ses- 
sions, posters and pamphlets designed 
by the program staff increase exposure 
to fetal alcohol syndrome informa- 
tion. Approximately 7,000 posters and 
55,000 pamphlets have been distrib- 
uted. Films have been important 
media for the program. In the second 
year of the project, 40 copies of four 




different training films on FAS have 
been continuously on loan to inter- 
ested parties such as pareiit-icacher 
groups, prenatal classes, health orga- 
nizations, and schools. 

Other materials designed by the pro- 
gram staff thit have been widely dis- 
tributed include a bibliography on 
fetal alcohol syndrome and related is- 
sues; a resource guide listing Htriis, 
slides, posters, pamphlets, and Gther 
FAS materials; and • training guide. 
All materials have been distributed 
among national as well as local Indian 
groups to assist people in starting their 
own information sessions, campaigns, 
and systems. 

The training sessions and educa- 
tional materials continue to be enthu- 
siastically received. 
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Research efforts were designed 
to expand knowledga about 
fetal. alcohol syndrome among 
Jndi^ns. At present, the 
liieraiure on the incidence and prev- 
alence of fetal alcohol syndrome is 
very scarce. Estimates of incidence ex> 
ist only for the United States (Streiss- 
guth et il. 1910), Sweden (Olegard et 
al. 1979), and France (Dehaene 1977). 
In most cases the estimates provided 
are only rough; detailed, systematic 
prevalence studies are needed. No 
reliable estimate exists for Indians (see 
Aase 1 98 1). Specinc goals of the proj- 
ect were to establish incidence and 
prevalence Tigures for the entire popu- 
lation and for individual tribes, to 
understand the etiological factors in- 
volved in the development of fetal al- 
cohol syndrome, and to use this 
knowledge to devise prevention strat- 
egies. 

The initial research results, although 
still incomplete, show that the inci- 
dence of fetal alcohol syndrome varies 
among reservations. On some, no fetal 
alcohol children have been found, 
white on others there are children with 
severe problems. The wide variation in 
patterns of drinking and alcohol-re- 
lated problems among the different 
tribes has been described by Levy and 
Kuniiz (1974) in the social sci- 
ence/epidemiological literature on In- 
dians and alcohol use. Tribes with a 
loose, band-level social organization 



tend to have a higher incidence of al« 
cohol-relate^ problems than do those 
with a strici, "highly structured tribal 
organization. In general, FAS distri> 
bution follows this pattern, with the 
more highly structured tribes having 
the fewest drinking mothers and low- 
est incidence of fetal alcohol damage 
(May, in press). The incidence of FAS 
among southwestern Indinns may be 
higher than that reported in the United 
States generally. One out of every 
1,500 to 2,000 babies born in the U.S. 
is believed to have FAS, while the inci- 
dence of other adverse consequences 
during pregnancy is estimated to be 20 
times that rate, according to Assistant 
Secretary for Health Edward N. 
Brandt, Jr., M.D., in Congressional 
testimony in September 1912. Some of 
the reservations in the project have a 
signincanlly higher incidence of FAS 
than the general United Slates popu- 
lation, which cancels out the effect of 
lower incidence reservations and, 
therefore, makes the overall incidence 
slightly higher. 

A research Tinding of major impor- 
tance is the prevalence of multiple 
FAS or FAE children being born to 
one mother. Among the mothers with 
affected children, 22.6 percent have 
produced more than one damaged 
child (average 2.36 per multiple pro- 
ducing mother). This appears to be 
very unusual, for little documentation 
of this exists in the literature on the 



general population. Only one case of 
FAS^affected twins has been found 
among mothers in our project. It is im< 
portant to calculate incidence in two 
ways: the proportion of damaged 
babies produced per all births; and the 
proportion of all mothers producing 
alcohol 'da ma ged babies. These figures 
will provide more specific indicators 
of risk and better insight for preven- 
tion. 

Ostracism of the drinking mother 
may play a role in the production of 
multiple FAS babies. In many south- 
western tribes, few women drink. Ah 
coholic women therefore are not tol- 
erated and are frequently left out of 
regular social interaction. The conse- 
quence is almost total lack of social 
control over their behavior. These 
women generally migrate to border 
towns where their only friends and as- 
sociates are other alcoholics— a setting 
where there is little stigma attached to 
the production of multiple FAS 
children. 

Other data indicate that mothers 
who produce alcohol-damaged chil- 
dren are al high risk in the social sense. 
A high percentage of the FAS children 
are in foster placement (see table 3), a 
high percentage of the mothers are de- 
ceased (21 percent), and most mothers 
have extensive clinic records for alco- 
hol-related problems such as acci- 
dents, trauma, and alcohol with- 
drawal.- 
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TaMr 4. People trained by the Fetal Akohol Syndrorae rroject by oocup*- 
lion, January )9tO-Mxrch 3, I9t2. 



Oocupatton 



Clinlclani 
Outraach woikan 
Community ptnoni 

Studanta (h.i. or balow) 

Othars 



Nufnl}«r 



1,033 
2^7S 
7,112 
( 6^22) 
( 790) 



11,123 



Pareant 



0.3 
2t.7 
•3.t 

( sej) 

< 7.1) 



100 



Note: Averaic (mean) per Kssion « 47.» Oinica! and outreach worker ses- 
(ions arc lenctally anallcr than this average. 
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though the project described here can 
be used elsewhere with success, it must 
be innovalively. (lexibly, and human- 
istically adapted to local circum- 
stances. In otheriwords, this system is 
a fuide that directs and focuses ef- 
forts. It can and should be varied from 
tixe to time to meet the needs of local 
h'-aith providers, communities, and 
other coopvraiinf interests. 

The services of such a project can 
easily be offered to communities in a 
sensitive and nonthreatening way. 
These services seem to help build a re- 
lationship that spans the gap between 



the project and local concerns and cre- 
ates a new awareness of FAS and of 
developmental disabilities In general. 

It is unlikely that a program omit- 
ting any of the strong training, clini- 
cal, or research effort would be nearly 
as effective. Results from the program 
serve as evidence that it works. A vast 
number of people have been trained. 
Many children have been referred and 
diagnosed appropriately. And nnally, 
the research effort has provided new. 
exciting, and accurate information 
that will aid in future understanding, 
interveniion, and prevention. 



Conclusion 



T^his paper describes a com- 
prehensive program designed to 
study and deal ^'"h the prob- 
lem of fetal alcohol syndrome 
among Indians in the southwestern 
United States. Training and educa- 
tion, clinical diagnosis and treatment, 
and research and prevention are all 
components of this project. Each part 
of the project has been designed to 
allow for a variety of complementary 
efforts. 

The project depends highly on inter- 
action and cooperation among com- 
munity and medical interests. Al- 
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ABSTOACT: The epidemiological features of Fetal Alcohol Syndrome (FAS) were examined among 
Ajnerican Indians in the southwestern United States. All FAS suspects were screened in specific pop- 
ulations of Navajo, Pueblo, and Plains culture tribes. A total of 115 alcohol-affected children were 
identified^e incidence of FAS was found to be highly variable from one cultural group to the next, 
ranging from 1.3 per 1,000 births (1/749) for the Nav^o to 10.3 (1/97) for the Plains. The pattern of 
agc-specific prevalence indicates an increase over the past fifteen years. The overall rate of mothers 
who have produced feUl alcohol chUdren was 6. 1 per 1,000 women of childbcaring age with a range of 
4 to 33 per 1.000. These maternal prevalence rates were important for the accurate prediction of 
pubhc health nsk because 25 per cent of all mothers who had produced one affected child had also 
pioduced others. The average per mother was 1.3 alcohoNaffected children. Other findings indicate 
that the mothers of these children led highly disruptive and chaotic lives and were frequently isolated 
from mainstream social activities. In general, the gross social and cultural patterns of the tribes stud- 
ied can readily explain the variation in incidence of FAS. 



In 1979, the International Year of the 
Child, the Indian Children's Program of 
the Indian Health Service (IHS) con- 
•ened an expert committee to select a 
_ ablic health project of major impor- 
tance to Indian children. This group de- 
cided to establish a Fetal Alcohol Syn- 
drome (FAS) Project for two reasons. 
First, those with extensive clinical expe- 
rience among Indians perceived FAS as 
a new and increasing problem among 
Southwestern tribes. Second, the early 
FAS literature had already identified 
some American Indian children with 
FAS (Smith et al., 1976). 

The resulting FAS Demonstration 
Project had three goals. First, the pro- 
gram was to provide education and 
training in the recognition and preven- 
tion of FAS for health care providers, 
human services workers, and local com- 
munity groups. Second, the program 



was to offer evaluation by a pediatric 
dysmorphologist to all FAS suspects and 
initiate a treatment plan for children 
with FAS and other developmental 
problems. Third, research was to be un- 
dertaken to assess the incidence of FAS 
among American Indians. The com- 
plete project is described in detail else- 
where (May and Hymbaugh, 1983). 
This paper will focus on the third goal. 

Fetal Alcohol Syndrome refers to a 
pattern of malformations found in chil- 
dren whose mothers drank alcohol ex- 
cessively during pregnancy. The most 
common features are: varying degrees 
of mental retardation and CNS dysfunc- 
tion, reduced birth length and weight, 
microcephaly, hypoplastic midface, 
growth deficiency throughout life, cer- 
tain joint abnormalities, frequent car- 
diac defects, and hyperactivity (Jones et 
al^l973Uones-and Smith, 1976; Rosett 



374 




217 

Vol. 30, No. 4 Fetal Alcohol Svndrome 375 



et al., 1976; Streissguthet al.. 1980) Rc- 
rently. it has been recognized that mod- 
ate and/or binge drinking may cause 
less severe forms of developmental 
damage. Thus, the teratogenic effect of 
alcohol can be conceptualized as a spec- 
trum. Heavy drinking may result in the 
complete FAS, whereas lower levels of 
consumption may cause lesser mental 
and growth defects (Rosett, 1974, 1976; 
Streissguth et al., 1978; Eckardt et al., 
1981). 

In the U. S. and Europe, FAS is a fre- 
quently documented birth defect. Al- 
though several hundred clinical and ex- 
perimental studies of FAS among 
humans and animals have been pub- 
lished, the epidemiology of FAS has not 
been well characterized. Data are cur- 
rently available only for Seattle, Wash- 
ington (Streissguth et al., 1980), Gote- 
berg, Sweden (Olegard et al., 1979), 
and Roubaix, France (Dehaene et al., 
1977, 1981). Estimates of the incidence 
of FAS vary from 1 in every 600 babies 
in Sweden and 1 in 700 in France, to 1 in 
750 in Seattle. Fetal Alcohol Effect 
*^AE), a milder fomi of in-utero dam- 
.ge, has been reported in France and 
Sweden with an incidence approxi- 
mately equal tothatofFAS. Eachofthe 
above rates is based on cumulative clini- 
cal experience and not on a survey of a 
specific population. FAS documenta- 
tion is currently not available in large 
national data bases (Eckhardt et al., 
1981) and probably will not be in the 
near future. The present study is there- 
fore unique in determining the magni- 
tude of FAS in a defined population. 

MATERIALS AND METHODS 

Indian Groups Studied 

The Indians of this study are from 
three very different cultural and social 



traditions. The Pueblo Indians have in- 
habited the southwestern United States 
for 10,0(X) years or more. Their tradi- 
tions emphasize sedentary,, pastoral, 
and agricultural pursuits, and their so- 
cial integration is matrilineal, complex, 
and strongly "emphasizes conformity 
with the larger (community based) 
group'' (Dozier, 1970). 

The Apache and the Ute tribes are 
the Plains culture groups in this study. 
These tribes migrated to the Southwest 
approximately 1,000 years ago. The no- 
madic, hunting, gathering, and raiding 
tradition of their culture is in many ways 
a polar opposite to the Pueblo, In Plains 
culture tribes, individuality is encour- 
aged and some flamboyant behaviors 
such as risk-taking, drinking, and 
defiance are tolerated and may be en- 
couraged. The largest permanent level 
of Plains social organization was tradi- 
tionally a band of several allied ex- 
tended families (Schroeder, 1974). 

The Navajo cultural traditions are a 
mixture of the Pueblo and Plains tradi- 
tions. The Navajo came from the same 
Plains traditions as the Apache, but in 
the past three hundred years they have 
adopted many traits of the Pueblo. 
Therefore, the Navajo patterns of social 
integration and behavior regulation are 
intermediate between the Plains and 
Pueblo. The Navajo emphasize con- 
formity to group norms, but allow more 
individualized behavior than the Pueblo 
(Kluckholn andLeighton, 1962). 

The contemporary socioeconomic 
status of southwestern Indians shows 
some variation within each culture, for 
the individual tribal cultures are in vari- 
ous stages of modernization and transi- 
tion (Kunitz and Levy, 1981). Many 
young Indians are upwardly mobile due 
to recent educational and economic op- 
portunities, but the majority of the indi- 
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viduals and tribes are characterized by 
low education and limited economic de- 
velopment. Nevertheless, the overall 
differences in social integration still exist 
and influence behavior as evidenced by 
alcohol-related mortality statistics. The 
Plains tribes have consistently higher 
death rates from flamboyant behaviors 
such as accidents, suicide, and homicide 
(U.S. Public Health Service, 1978, 
1979; VanWinkle, 1981;Reidy. 1982) 

In sum, the three cultural traditions 
of these tribes generally produce differ- 
ent types of behavior (May, 1982). Par- 
ticularly, their differing alcohol-related 
behaviors must be considered in evalu- 
ating the epidemiology of FAS. 

Methodology 

The study was undertaken in 1980-82 
among American Indians of New Mex- 
ico, Southern Colorado, Southern 
Utah, and Northern Arizona. Indian 
groups served by the project resided on 
26 reservations with a total population 
in 1980 of approximately 240,000 (U.S. 
Dept. of Health, Education, and Wel- 
fare, 1979). Because the land area 
served was vast, transportation and lo- 
gistics were major obstacles and deter- 
minants of the study design. 

An elaborate referral system served 
as the basis for this study. All research 
activities were coordinated on each of 
the outlying reservations from the cen- 
tral office in Albuquerque. The major 
focal point on each reservation was one 
of the eleven hospitals or ten full-time 
clinics operated by the IHS. At each of 
these installations, explicit and detailed 
training on the recognition and diagno- 
sis of FAS was provided to all IHS clini- 
cal staff by the project staff and two con- 
sultant dysmorphologists. These diag- 



nostic training sessions were two-hour 
slide and data presentations detaili"" 
the clinical characteristics of 15 FAS ; 
FAE children from birth lo 17 years of 
age. Further literature on FAS was sub- 
sequently provided to trainees. In each 
session the FAS Demonstration Project 
was explained, with specific instructions 
concerning referral of suspected FAS 
children. To complement the training 
and facilitate referral, all physicians and 
nurses trained were provided with a 
three-page referral form for FAS sus- 
pects. Items included on this form were 
key aspects of the parents' medical and 
alcohol use histories; birth length, 
weight, and head circumference of the 
suspect, and a simple checklist of 29 
characteristics generally found in FAS. 
In addition, the referring clinicians were 
asked to attach growth charts, develop- 
mental test results, and other relevant 
information. 

At each clinic or hospital one or two 
'*designated persons'' were the major li- 
aisons with the project. The project staff 
at the central office worked closely with 
local staff to review and verify the r 
ords of the referred child and of his/i.^. 
parents. Referrals were encouraged for 
any child considered suspicious because 
of clinical features of FAS and a mater- 
nal history of drinking. The primary em- 
phasis in ascertainment was on children 
under 15 years of age. FAS suspects 
were then scheduled for clinics at the 
health installation from which they were 
referred. The project staff and one or 
more of the project dysmorphologists 
traveled to the outlying clinic where 
data collection and diagnostic evalua- 
tions were completed. 

To standardize the final diagnosis, a 
weighted diagnostic form was devel- 
oped for the project by a committee of 
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seven experienced dysmorpholoeists. 
The form consisted of 36 separate diag- 

slic items divided into four sections: 
drinking history, radiologic findings, 
growth and development, and clinical 
observations. The section on clinical ob- 
servations contained eleven subsec- 
tions: general observations, lateral fa- 
cial profile, ear, eye, nose, neck, chest, 
arms, and hands, heart, back, and skin. 

Screened children were categorized 
for project purposes as FAS, FAE, sus- 
picious, or without signs of fetal alcohol 
damage. Two diagnostic categories, 
FAS and FAE, were used for definite al- 
cohol damage. For the diagnosis of 
FAS, all of the following were required: 
(1) prenatal and postnatal growth de- 
ficiency; (2) mental deficit and develop- 
ment delay; (3) facial dysmorphia; (4) 
physical abnormalities; and (5) docu- 
mentation of alcohol abuse during preg- 
nancy. FAE designated a milder form of 
prenatal alcohol damage with the child 
having ail of the features of FAS, but to 
a lesser degree. A diagnosis of "suspi- 
cious" indicated that the child met many 
^ the criteria of FAE, except for ade- 
quate evidence of abusive maternal 
drinking. Without exception, all diagno- 
ses were made by two dysmorpholo- 
gists, who both have considerable expe- 
rience with FAS and American Indians. 
The major orientation for the diagnosis 
was toward future therapy and habilita- 
tion of the child (May and Hymbaugh, 
1983). 

AJcohoI histories of the mothers and 
some fathers were obtained from multi- 
ple sources. In most cases, adequate 
documentation was available in medical 
charts through notes and visits for 
alcohol-related illness and trauma. Rec- 
ords of local and tribal police, and social 
welfare agencies were also consulted. 



Additional informants, such as clinic 
and field health personnel, relatives, 
friends, and social service workers 
were used to further substantiate the 
history. A strict quantitative definition 
of alcohol abuse was not possible. Veri- 
fication was assumed when all sources 
were in complete agreement that alco- 
hol abuse was common during preg- 
nancy. Since most of these reservations 
were quite small and of restrictive resi- 
dence, these informants were quite 
aware of the drinking patterns of the 
mothers. 

Population data used in the analysis 
were derived from Indian Health Serv- 
ice estimates. These estimates were 
based on 1970 U.S. census data, actual 
Indian births and deaths, and net county 
migration (U.S. Dept. of Health, Edu- 
cation, and Welfare, 1979) They were 
the latest available figures which were 
age- and community-specific. 

Two different rates were calculated 
to describe the occurrence of FAS and 
FAE. Prevalence rates for children ages 
0-14 were calculated with 1979 popula- 
tion estimates as the denominators. To 
approximate the incidence of FAS and 
FAE at birth, the actual natality was re- 
constructed by combining the 1979 pop- 
ulation estimates and mortality experi- 
ence from life tables.' The Navajo data 
were conected with a tribe-specific life 
table (Can and Lee, 1978), whereas the 
Pueblo and Plains figures were adjusted 
with a life table for all U. S. Indians (In- 
dian Health Service, 1975). The inci- 
dence was then calculated as the ratio of 



4t would have been preferable to use actual 
births for the denominator, but this was not possi- 
ble because tribal affiliation is not recorded on 
birth certificates and because of the IHS system of 
aggregating birth date. 
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the total number of cases to the total 
number of births. 

The prevalence of mothers who had 
produced an FAS or FAE child was also 
calculated. The denominators for these 
rates were the 1974 estimates of women 
aged 15-44 years. Since the children 
ages G-14 in 1980 were born between 
1967 and 1981, 1974 is the midpoint 
year. 

Overall rates in each table were cal- 
culated for the entire population cov- 
ered by the FAS project in the South- 
west. These rates were adjusted by the 
direct method with weights proportional 
to the representation of each culture in 
the entire study area. 

In the results section data are pre- 
sented for individual reservations and 
service units. The specific reservations 
and tribes are not named to avoid stig- 
matization. Therefore, the results are 
reported in a way that cites important 
identifying cultural information, but 
pseudonyms are used for the particular 
subtribes, reservations, or areas stud- 
ied. 

RESULTS 

The FAS project held 23 clinics in six- 
teen different locations. Of the 243 chil- 
dren evaluated, 31.3 per cent had FAS, 
16.0 per cent had FAE, and 5.3 per cent 



were considered suspicious (Table 1). 
Among the 47.4 per cent diagnosed 
not having FAS, most were diagnc 
as normal. Other specific anomalies 
were found in 12 percent of the children 
examined, including hypoparathyroid- 
ism, blepharophimosis and Down, 
Melnick-Needles, Fetal Hydantoin, 
Noonan, and Cornelia deLange syn- 
dromes. 

The average birth measurements of 
the diagnosed children were consonant 
with FAS in other populations when 
compared with standard growth charts. 
Indian FAS children were small at birth 
in length (mean = 17.3 inches, pre- 
dicted =20), weight (mean =4.6 lbs., 
predicted = 7.5), and h(jad circumfer- 
ence (mean = 12.2 inches, pre- 
dicted =13.6) (National Center for 
Health Statistics, 1976). Other studies 
have shown that normal Southwest In- 
dian babies are heavier and longer at 
birth (Adams and Niswander, 1968), 
than those of other U.S. populations. 
Growth patterns for the first two or 
three years of a child's life were particu- 
larly important in diagnosing this cor 
tion. Some of the children diagnosed 
having fetal alcohol effect were "low 
normal" (e.g., 10th percentile) at birth 
on standard growth charts, but their 
growth curves showed inadequate 



TABLE I 

Distribution of Diagnoses of Patients Evaluated in FAS Project Clinics 



DUgnoses 


Total 


Per Cent 


Male 


Female 


Sex Ratio* 


FctaJ Alcohol Syndrome (FAS) .... 


76 


31.3% 


41 


35 


117 


Fetal Alcohol Effect (FAE) 


39 


16.0 


26 


13 


200 




13 


5.3 


4 


9 


44 


Other/Not FAS 


115 


47.4 


64 


51 


125 




243 


100% 


135 


108 


125 



*Sex ratio (males per 100 females). 
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growth, resulting in a marked "flatten- 
. 'ng" of the curve and a decline in per- 
ntile rank in their first few years. 
The detailed epidemiological analy- 
ses which follow were limited to the 
seven service units and reservations 
where ascertainment was judged to be 
complete by project staff and local 
health personnel (Table 2). The fertility 
rates of these tribes during the past 
fifteen years were comparable and the 
age structures of these different reserva- 
tion populations were similar. In these 
areas there were 55 FAS children and 30 
FAE children (aged 0-14) among a total 
1979 population of 51437 of which 
22,963 were aged 0-14. Four alcohol- 
affected children 15 years or older were 
also found. The Plains groups have the 
highest rates, with the Navajos and 
Pueblos lower. Although the rates vary 
slightly within each group, those for the 
Navajo and Pueblo are quite compara- 



ble to data from Seattle, Sweden, and 
France (Streissguth et al., 1980; Olegard 
ct al., 1979; Dehaene et al., 1981). The 
incidence among the Plains* tribes ex- 
ceeds the upper range of any previously 
reported rates, but the overall culture- 
adjusted rates are quite similar to pre- 
vious studies. Age-specific prevalence 
rates were lower in the older ages (Table 
3), with the exception of Plains reserva- 
tion N. 

One unanticipated finding in this re- 
search was the frequent occurrence of 
two or more alcohol-damaged children 
born to one mother (Table 4). On the 
completely screened reservations, 85 
FAS or FAE children were bom to 65 
mothers, an average of 1.3 affected chil- 
dren per mother. Fifteen mothers pro- 
duced more than one damaged child, 
among them one set of twins (dizygotic). 
Variation in the pattern of recurrent af- 
fected births were found between tribal 



TABLE 2 

IRTH Incidence and Prevalence (Ages 0-14) of Fetal Alcohol Children by Cultural 
Group and Servjce Unit* or RESERVATiONt 







FAS 






FAS A FAE 




Cultural Group and 


Binh 


FAS 


Prcvat. in 


Binh 


FAS & FAE 


PrcvaJ. in 


Servicie Unit or Reservation 


Incidence 


(AliBinhK) 


Ages (V- 14 


Incidence 


(AH Binds) 


AgesO-U 




1.4 


(1/690) 


1.6 


2.2 


(1/448) 


2.5 




1.5 


(1/655) 


1.7 


2.2 


(1/447) 


2.5 


Service Unit-W 


1,3 


(1/749) 


1.5 


2.2 


(1/449) 


2.5 


Pueblo Culture 


2.0 


(1/495) 


2.2 


2.4 


(1/408) 


2.7 




1.5 


(1/660) 


l!7 


2.1 


(1/471) 


2.3 


Reservation-N 


5.9 


(1/170) 


6.4 


7.8 


(1/128) 


8.6 


Service Unit-C 


1.9 


(1/522) 


2.1 


1.9 


(1/522) 


2.1 


Southwest Plains Culture 


9.8 


(1/102) 


10.7 


17.9 


(1/56) 


19.5 




10.3 


(1/97) 


11.3 


17.6 


(1/57) 


19.2 




9.2 


(1/109) 


10.0 


1S.3 


(1/55) 


20.0 


Total Culture Adjusted Ratef 


1.8 


(1/633) 


2.0 


2.8 


(1/427) 


3.1 



* A service unit is a geoiruphicaJ area served by a single I.H.S. administrative unit, usually charHclerized by one major hospiul 
or clinic. 

tRates per 1.000. 

^Adjusted by the direct method to the propunion of c'ach culture in the entire Stiuthwc>;i study area. 
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Pueblo and Navajo, and much higher 
among the Plains tribes (Table 4). Tb'^-'* 
rates are useful in measuring the eXi . 
and origin of risk in each population. 

Social maladjustment, high-risk life- 
styles, and high mean maternal age at 
birth of the damaged children were 
characteristic of the mothers in this 
study (Table 5). Of the fetal alcohol chil- 
dren, 73 per cent were adopted or in fos- 
ter placement. In most cases, the child 
had been left with relatives or friends, 
abandoned, or other neglect was docu- 
mented. In 23 per cent of the cases, the 
mother was dead, almost always from 
accidents, cirrhosis of the liver, or other 
alcohol-related trauma and illness. 
There was variation by culture, with the 
lowest mortality in the Navajo and the 
highest in the Plains. The screening 
process used could have increased the 
proportions of deceased mothers and 
children in foster placement, if foster 
parents were more likely to have their 



TABLE 4 

Variables Concerning Mothers Bearing Multiple Affected Children andMatern. 
Prevalence by Cultural Type and Location 



Mothers Bearing FAS * 
Ft! AL Al cxjHtJL FA E Children 

Cultural GROur AND Mothers Practicjnc CHii.bRKN PtR I.OOOWomen 15-44 

Service Unito.1 Reservation MuLTifLEs' PERMoiHKRt ^earsofAce 



Navajo Culture 21.4% 1.3 5.3 

Service Unil-F 26.7% 1.5 4.9 

Service UmVW 15.4% 1.2 5.9 

Pueblo Culture 25.0% 1.4 4.6 

Service Unit-W 20.0% 1.4 3.9 

Reseivatioiv-N 50.0% 2.0 8.0 

Service Unit-C 20.0% 1.2 4.5 

Plains Culture 28.0% 1.2 30.5 

Reservatioih-S 30.8% 1.3 33.3 

Reservation~N 25.0% 1.2 27.9 

Total 24.6% 1.3 7.5 

Total Culture Adjusted Rate 22.3%) 1.3 6.1 



•Per cent of mothers who have produced t>M'> or more FAS or FA E children. 

tThe total numberof FAS and FA E children divided by ihe number of mother^! producing them. 




TABLE 3 

Age-specific Prevalence Rates for FAS 
and FAS/FAE Combined, by Cultural 

GROUP AND SPECinC LOCATION* 



FAS FAS&FAE 



Cultural Ages Ages 



GRour 


(M 


5-14 


(>-4 


.V14 


Navajo Culture . . . 


. 3.7 


0.5 


5.2 


1.0 


Service Unit~F . . . 


4.4 


0.3 


6.2 


0.7 


Service Unit-W . . 


. 2.7 


0.7 


3.7 


1.5 


Pueblo Culture . . . 


4.7 


1.1 


5.7 


1.3 


Rescrvatioi>-W . . 


4.1 


0.5 


5.2 


1.0 


Reservation-N . . 


. 16.3 


2.9 


24.4 


2.9 


Service Unit-C .. 


. 3.7 


1.5 


3.7 


1.5 


Plains Culture 


11.7 


10.2 


17.5 


20.5 


Reserv'atioi>-S . . . 


. 19.9 


6.8 


26.6 


15.3 


Reservatioi>-N . . 


. 0.0 


14.4 


4.7 


26.7 


Total Culture 










Adjusted Rate . . . 


4.2 


1.0 


5.7 


1.8 



•Rates per 1 .000. 

cultures, but the differences are not 
readily interpreted because of small 
numbers. 

The prevalence of mothers with dam- 
aged offspring was lowest among the 
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TABLE.*) 

Selected SoctAL Variables of Mothers, Fetal Alcohol Cuu.drln. and Othrr 

Children 



Vamailes 


FAS&FAE 


Noi FAS & 
Other Diagiiosis 


Signif. Ixvcl* 


Children in foster placement 


73.3% 


A2.y/r 


p = 0.02 




23.1% 


15.7% 


p = OAO 




10.7% 


5.8% 






25.0% 


5.07r 






36.0% 


29.5% 




Average age of mother 








atbirthofFASchildt 


29.7 


26.9 


/} = 0.02 




28.1 


27.8 




Pueblo 


32.6 


26.6 




Plains 


30.7 


26.3 





'Sipiificance level dcccrmincd by Z tcsi. Ellipsis dois Indicate significance level noi rcptirtcd because of small numbers. 
tAgc ai dcliver>- for mother was not available for 16 of the 6? mothers of fetal alcohol children. 



children evaluated. Mothers bearing rates (Table 2) were comparable to or 
PAIS and FAE children had a mean age higher than those from other popula- 
at delivery of 29.7, higher than that of tions (Streissguth et al., 1980; Olegard 
the mothers of the non-FAS children etal., 1979; Dehaene etal., 1981); thus, 
seen and higher than the mean age at de- bias from incomplete ascertainment ap- 
livery for all Navajo mothers (24.8) pears unlikely. Second, alcohol histories 
(Broudy and May, 1983). Of all of the were not obtained directly from the 
mothers who produced FAS and FAE mothers. However, the combination of 
children, only 18 per cent were under medical records and community inform- 
ants was generally sufficiently sensitive 
to identify abusive drinking during preg- 
nancy. Third, calculation of incidence 
rates for FAS and FAE required a prag- 
matic reconstruction of birth numbers. 
This approach also assumes no deaths 
among children with FAS and FAE and, 
as a result, probably underestimates the 
actual incidence. Fourth, a similarly 
pragmatic technique was used to calcu- 
late the prevalence of mothers who had 
given birth to an FAS or FAE child (Ta- 
ble 4). Mid-point population figures 
were used to estimate the numbers of 
women at risk for giving birth to an alco- 
hol damaged child. Although this ap- 
proach is relatively crude, the preva- 
lence estimates should provide a 



he age of 25. 



DISCUSSION 

A referral network and clinical 
screening system were used to identify 
prevalent cases of FAS and FAE in 
southwestern American Indian groups. 
This approach was determined largely 
by feasibility issues and may have limita- 
tions for the epidemiological analyses of 
this paper. First, the adequacy of case- 
finding cannot be independently ve- 
rified. Accordingly, we limited the cal- 
culation of prevalence and incidence to 
the populations where screening was 
known to be satisfactory. The resulting 
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satisfactory measure of inter-tribal vari- 
ation. 

With these limitations in mind, the 
incidence of FAS among Southwestern 
Indians can be compared to previously 
reported rates. The Navajo rate (1 per 
690 births) and overall rate for South- 
west Indians (1 per 633) are lower than 
that reported for Seattle (1 per 750) and 
fall between the rates for Roubaix, 
France (1 per 700) and Goteberg, Swe- 
den (1 per 600). The Pueblo rate of 1 per 
495 is higher than those for all the com- 
parison populations. The Plains inci- 
dence of 1 per 102 births is much higher 
than any previous figures reported. The 
overall incidence of FAS and FAE 
found among Southwest Indians, 1 per 
427, is quite comparable to the estimates 
from France and Sweden, although the 
criteria used in this study may be more 
strict than those used in Europe.^ 

The age-specific rates (Table 3) raise 
three interesting thoughts. First, the lit- 
eral in terpretation is that tne occurrence 
of FAS and FAE is increasing among 
the groups, especially among the 
Navajo and Pueblo. Second, the screen- 
ing process might have been effective in 
identifying younger children. Third, fe- 
tal alcohol children may have unusually 
high mortality experience in their early 
years. 

Attention can now be turned to pos- 
.sible explanations for the variability in 
occurrence of FAS in the three Ameri- 
can Indian populations studied. Among 
the possible explanations for this dispar- 
ity are innate biological differences 
among the groups, either in the liability 
for prenatal alcohol damage or in the 

^Personal communicalion with Ann P. 
Strcissguth, Ph.D.. University of Washington, and 
Kenneth Warren. Ph.D.. NIAAA. 



metabolism of ethanol itself, differences 
in the teratogenic agent, or sociocultur^^ 
differences among the tribes studied.'. 

« 

Biological Considerations 

While a number of studies in the past 
have attempted to show differences be- 
tween Indians and Caucasians in the 
rate or extent of alcohol breakdown, no 
convincing differences have been sub- 
stantiated. The common stereotype of 
the "drunken Indian" has not been 
borne out either in terms of aberrant 
metabolism of alcohol (Reed et al., 
1976; Schaeffer, 1981), liver biopsies 
(Bennion and Li, 1976), or in the pro- 
portion of the Indian population abusive 
of alcohol (May, 1982). Furthermore, 
there is no evidence for a genetic com- 
ponent in production of the Fetal Alco- 
hol Syndrome, for the type and severity 
of its manifestations are identical in In- 
dian and non-Indian children (Aase, 
1981). While it would be premature to 
rule out innate metabolic differences of 
a subtle kind, or the presence of some 
environmental or genetic cofactors 
which influence the occurrence of FA*" 
there is presently no valid information 
which points in this direction (Schaefer, 
1981). 

Substrate Differences 

Conceivably, there might be some in- 
gredient in the different alcoholic bever- 
ages consumed by different groups 
which might account for different risks 
for FAS in offspring of alcoholic 
women. In previous surveys, the type of 
beverage consumed had no discernible 
influence either on the incidence or the 
severity of FAS in children of drinking 
mothers. Total alcohol intake seems to 
correlate best with these outcomes 
(Iber, 1980), but even this seems to be 
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variable, since more than half of the off- 
«*nring of severely alcoholic women 
em to be protected from the effects of 
maternal alcohol abuse (Jones and 
Smith, 1976; Rosett et al., 1976; 
Streissguth et al., 1980). In our study, 
the usual variety of alcoholic beverages 
was consumed both by mothers of af- 
fected and unaffected children. Also, al- 
cohol is definitely the drug of choice 
among the adults of the study popula- 
tion (May, 1982; Levy and Kunitz, 
1974), 

SOCIOCULTURAL FACTORS 

For the purposes of this discussion, 
sociocultural factors can be viewed as 
creating expectations which either fos- 
ter or inhibit individual drinking behav- 
ior and also influence the style of con- 
sumption. In considering maternal 
drinking patterns, four considerations 
need attention: rate, severity, and dura- 
tion of alcohol abuse in wgmen of child- 
bearing age, and the timing of alcohol 
intake in relation to the gestation in 
question. 

National surveys indicate that 60 per 
cent of all U.S. women consume some 
alcohol (National Institute on Alcohol 
Abuse and Alcoholism, 1981), while 
surveys among the Navajo and Plains 
tribes show that only 13 to 55 per cent of 
women drink (Levy and Kunitz, 1974; 
Longclaws et al., 1980; Whittaker, 1962, 
1982). Certain subsegments within each 
tribe, however, have significant alcohol 
abuse problems as evidenced by high 
rates of death from accidents, liver cir- 
rhosis, and other alcohol related causes 
(US. Public Health Service, 1978. 1979) 
among Indian men and women 
(Streissguth, 1980). 

In these groups, certain distinct social 
factors may have a profound influence 



on the severity of alcohol abuse in 
women and the resulting incidence of 
FAS and FAE. While the per cent of 
population drinking wit hin each tribe in- 
fluences the findings, drinking style is 
more relevant to severity of abuse. For 
example, the highest percentage of 
drinking women is found among the 
Plains tribes (50-55%; Whitakcr, 1962, 
1982), with considerably lower percent- 
ages among the Pueblo and Navajo (13- 
23%; Levy and Kunitz, 1974). As ex- 
pected, the Plains tribes had the highest 
incidence of fetal alcohol damage. How- 
ever, the Plains rate of FAS and FAE 
(in Tabic 2) is five (4.9) to seven (7.0) 
times higher than the other tribes, much 
higher than would be dictated solely by 
the proportion of drinkers. This is due to 
the normative pattern of social regula- 
tion. The Plains tribes allow for consid- 
erably more individuation of behavior, 
especially alcohol-abusive behavior 
(Jessoretal., 1968;Curley, 1967). More 
Plains women are permitted to follow 
abusive behaviors, while the low inci- 
dence rates of the Pueblo and Navajo 
exemplifv' tighter control exercised on 
individuation and alcohol abuse. Bear- 
ing an alcohol-damaged baby is not con- 
doned in the mainstream of any of th ese 
tribal groups, but it is more common 
with the loose social integration of the 
Plains groups. 

Social variables can also influence 
drinking severity and FAS in some spe- 
cial circumstances. An example from 
our study clearly demonstrated that al- 
cohol abuse rates can be atypically high 
at certain times which cleaHy puts more 
pregnancies at risk. One small Plains 
reser\'ation (reservation N) with a high 
incidence of fetal alcohol problems had 
received royalties for a number of years 
from the sale of resources extracted 
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from their lands. Payments of approxi- 
mately $100 per month were distributed 
to adult tribal members on a per capita 
basis. For various reasons, the tribe sus- 
pended the payments in the late 1970's, 
and the prevalence of fetal alcohol syn- 
drome appears to have decreased dra- 
matically (Table 3). Of the fourteen Fe- 
tal Alcohol children found on this 
reservation under the age of 15, only 
one FAE child had been bom after the 
cessation of per capita payments. 

Ostracism from a tribal culture may 
also affect the severity of alcohol abuse. 
As in most areas of the United States, 
female Indian adolescents usually ex- 
periment with alcohol, but as they grow 
into their twenties, societal rules be- 
come more strictly enforced. Among 
the Plains tribes more variation in drink- 
ing behavior is afforded women, but 
among the Navajo and Pueblo a vvoman 
who continues drinking is much less 
likely to be tolerated or accepted, espe- 
cially among the Pueblo. More clearly 
than in many societies, traditional 
Pueblo or Navajo people enforce a 
definite choice on most of their 
women — to abstain or to be partially or 
totally ostracized. Those who continue 
regular or heavy drinking are removed 
from participation in most family and 
tribal activities. Once this occurs, stig- 
matization fixes their alcoholic life style 
and promotes increased severity of 
abuse. 

Informants consistently reported the 
ostracism pattern for mothers who pro- 
duced two or more children with fetal al- 
cohol damage. They were often charac- 
terized as unreachable and far removed 
from mainstream tribal society. We pos- 
tulate that ostracism maintains the se- 
verity and duration of abusive drinking 
and thus may explain the birth of multi- 



ple affected children to a single mother 
and also the higher rate of FAS amo*"* 
the Pueblo than among the Nava, 
Support for this hypothesises the ratio of 
FAS to FAE. The ratio is very different 
between tribes (Table 4). In the Plains 
groups there aie as many FAE children 
produced as FA.S (approximately 1 to 
1), while among the Navajo and Pueblo 
the ratio is approximately 2 to 1 and 4 to 
1 respectively. This variation is consist- 
ent with the anticipated effects of ostra- 
cism and drinking behavior, since the 
Pueblo exercise the strongest ostracism 
and t*ie Plains the weakest. 

Ostracism may also prolong the dura- 
tion of alcohol abuse. Among American 
Indian groups, the period of childbear- 
ing is longer than that of the general 
population (Broudy and May, 1983). 
The combination of sustained alcohol 
abuse and this prolongation of child- 
bearing years increases the risk for FAS. 
In this study a pattern of successively 
more severely affected offspring was re- 
peatedly observed. Among the women 
who produced more than one fetal alco- 
hol child, the later children always we 
diagnosed as having equal (47 per ceni^ 
or more severe damage (53 per cent). 
Therefore, as long as a mother contin- 
ued to drink, the degree of severity of 
symptoms increased with each succeed- 
ing child. However, several cases indi- 
cated that if a mother quit drinking in 
subsequent pregnancies, normal chil- 
dren were bom. 

CONCLUSIONS 

The ascertainment method used in 
this study employed several successive 
levels of screening for children sus- 
pected of having Fetal Alcohol Syn- 
drome. This technique, with a weighted 
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checklist of FAS characteristics used in 
**"e final screening, was quite cost- 

.ective and yielded reliable prevalence 
figures for the three American Indian 
groups surveyed. While not a guarantee 
of 100 per cent ascertainment, this ap- 
proach may prove useful in further epi- 
demiologic studies of FAS and other 
teratogenic conditions in limited popu- 
lations to permit assessment of risk and 
planning for intervention. 

Analysis of the data gathered in this 
study showed consistent differences in 
incidence and patterns of recurrence of 
FAS among the three subject groups. 
These differences were of greater mag- 
nitude than expected and can best be ex- 
plained by the unique social and cultural 
dynamics of the three populations sur- 
veyed. The risk for Fetal Alcohol prob- 
lems correlates better with the drinking 
style of each group than with overall 
figures for alcohol consumption. This is 
by no means a new concept in alcohol 
studies (Bales, 1946), but bears particu- 
larly important implications for the epi- 
demiology of the Fetal Alcohol Syn- 

omc. 

Since FAS cannot be treated afterthe 
fact, but can be prevented completely by 
education and other measures directed 
at women in the childbearing years 
(Russell and Bigler, 1979; Rosett et al., 
1981; Sokol and Miller, 1980; Streiss- 
guth et al., 1983), the ability to define a 
subpopulation at high risk has great im- 
portance as a public health issue (Little, 
1979; Little and Streissguth, 1981). Edu- 



cation and intervention efforts can be 
targeted with greater effectiveness once 
these factors have been determined, and 
existing social constraints "might be 
turned to positive uses in supporting ef- 
forts at alcohol abstinence in pregnant 
women. During the course of the study, 
it became evident that the issue of fetal 
alcohol damage gained widespread and 
enthusiastic interest among health 
workers and the general population 
(MayandHymbaugh, 1983), in contrast 
to the indifferent response often gener- 
ated by approaches to other alcohol- 
related problems. Since the Fetal Alco- 
hol Syndrome is the most common 
severe birth defect in the groups sur- 
veyed, any potential preventive mea- 
sures hold promise for a significant re- 
duction in the tremendous social, 
financial, and personal burdens caused 
by this disorder. 
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Senator Bingaman. Ken, why don't you go ahead? 

PREPARED STATEMENT OF KEN HUNT, PROJECT COORDINATOR 
COMMUNITY ADOLESCENT HEALTH PROGRAM, ALBUQUERQUE, 

n^l' ffternoon, Senator Bingaman and Senator 

DeConcini. I appreciate the opportunity to appear before you today 
to talk about one of our projects that we think is real exciting 
that s going on right now and has been going for the last 2 years 
And that IS specifically the adolescent health program which is 
located-one which is located at Laguna-Acoma High School on the 
aSf ^^^^'^^'^ndone that is being implemented and just 
5er Jue ^ Bernalillo High School just north of Albu- 

nifj'i^i^if p' f y ^^^^ ^ representing a group of commu- 

nf fLf T? ■ ^''T ^^AJ^^^.'i^ ^ as being a staff member 
ot the University of New Mexico, in which we were able to effect a 
partnership to carry out this project. 

I would also like to say that this particular topic we are discuss- 
ing here today IS very appropriate and is one that is right on target 
in terms of what we are attempting to do through our program 
r^n^J^T^ lu ^^'^ P'^osram. the emphasis actually came from the 
r?^^ /' * '^^'^^ the community and the identi- 

tication of problems among its youth in the community. 

>■ eff°/t sta'-ted with-actually with the CHR effort in the 
fW^^c if ,^^n^ ^''^"'a' «° it is entirely appropriate 
inlri f r^'^''^^'' ^^^"^^ CHR support, and we certainly 

endorse that support as well. 

ciZ^lff m""""!?*"'*^ ^^^'"■^ resulted in a partnership with the Univer- 
arL fu^rJ^^'''^^/?*^ the Indian Health Service to begin a pro- 
gram that addressed the needs of the adolescents in this particular 
community, and among those needs was the kieed to have services 
available in terms of the physical concerns of youth, their adoles- 
drSg usS'^^''"^' P''°''iems with teenage suicide, alcoholism and 
An effort has been made to address those particular issues 
™i """a ^"u^'',! ^hi^h is « ce^te'-' as I stated, located on 
S^cV^I ?u® "^^'^^ works hand in hand with the local school 
administrators there. One which is accessible to the students, be- 

tiortoXtw"!^ ^" ^^'■yi"g °f the reserva- 

tion to the school, and therefore is very difficult for them to be able 
to utilize a program that would be community based as opposed to 
a school base in this particular area. opposea lo 

c«Io\°*5%®^^°'^^^^^®'Talillo High School also addresses the 
same kind of a model, in which we would locate the actual services 
afoi^flfr?''^ Bernalillo High School, and the faculty and 

lifeffort the?e''^ ''^''^ receptive and very open to this kind of 

«hwf peat deal of need there. And we have recently been 
able to convince the Indian Health Service and the State L well 
that there was— it would be a very cooperative, beneficial effort if 
we could get a similar program like that started there. 
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The Indian Health Service, by the way, has been very progres- 
sive in terms of their leadership toward adolescent health of this 
particular effort. The timing was just about right when our com- 
mittee, our local committee decided that we needed some help. 

And we went to them and they responded very quickly. So in 
that effort, they were very responsive and have been since then. 

Additionally, they've been the leader in trying to attempt to 
hook up a network with other agencies, including the State, includ- 
ing the Federal Government and other programs to try to form a 
cooperative effort and trying to address the needs of all these ado- 
lescents, particularly at Bernalillo, where we have a cross section 
of adolescents, not just Indian students, though the Indian students 
at Bernalillo make up 50 percent of the student population there, 
so we need a cooperative effort there. 

Among the other important link I think is the community effort, 
the community support that is needed, and especially in Laguna, 
that effort has been there from the beginning. 

I think that one of the recommendations we would make as a 
result of this bill is that the health education, the health promo- 
tion and the disease prevention concept is one that we fully sup- 
port and one that we can very easily tie into, because those are the 
kinds of things that we are doing already. 

In terms of helping to support what the schools are doing, we 
have been able to provide inservice training, for an example, for 
teachers. We've been able to work with teachers to provide some of 
their health education programs. They've asked us help them plan 
their health awareness days. We've done things like fun runs and 
health fairs and those kinds of activities to help support them, so 
in terms of—in terms of our sort of successful way of working with 
that, I think we've been able to work very well to achieve some of 
those things. 

Now, I'd also just like to close by saying that I think that there 
are some barriers that exist between varying agencies, like the 
State, like the Federal Government, like the University of New 
Mexico, even. And the problem is trying to break those barriers 
down, but they need to come down. That's the only way that we 
can get some of these cooperative efforts working. 

There are some very key people at these agencies who are very 
interested in working with us and with other people and are very 
concerned about the problem as well. 

And it is through and working with those key people in those 
varying agencies that we've been able to come this far with this 
particular program, and I think what we need to do is just contin- 
ue a dialog to identify who those key persons are, and allow them 
to then work with us in cooperative efforts. 

I commend your efforts today in listening to the people that are 
here and wish you well in the success of this particular bill. 

Thank you. 

Senator Bingaman. Thank you very much. Ken. 
[Mr. Hunt's prepared statement, with attachments, follows. Text 
resumes on p. 251.] 
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STATEMENT OF KEN HUNT, PROJECT COORDINATOR, CCM^ITY ADOLESCENT PROGRAM, 



Senator Bingaman: 

Thank you for the opportunity to appear here today and for your interest in 
obtaining testimony from those who will be affected by the proposed bill and the 
effects it will have on the programs with which we are involved. My name is Ken 
Hunt. I an from the Laguna Pueblo, which is looted ^5 miles west of 
Albuquerque. I am the project coordinator for the University of New Mexico's 
Conmunity Adolescent Health Programs, Departments of Pediatrics and Family, 
Community and Emergency Medicine. I represent an effort on behalf of a group of 
conmunity persons who are very concerned about the health of their adolescents 
and also represent the university's efforts to respond to the needs of the 
coimunities. I would like to address our support for S. UOO in general and 
specifically to emphasize the needs of our target population, the Indian 
Adolescent. We believe that our best efforts to work with Indian adolescents 
can prove successful in the future with respect to health promotion and disease 
prevention. We believe that If change is to take place, that the efforts to 
effect that change should begin with our younger populations. Certainly we 
recognize the need to promote healthy aduit populations as well, but In many 
instances, in working with the adults, we are working with people who have 
already made some basic decisions about their health or who are already 
suffering from a chronic disease and require some Intervention. 

We think that by targeting our efforts at the teenage population, we can make 
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some very direct impacts on the, behaviors they will eventually exhibit in the 
health of their own lives as well as that of their children. We believe that 
cooperative efforts with the Indian Health Service, the State administered 
public schools, the local tribal governments, the people of those communities, 
and an institution like the University of New Mexico can work together to 
address these concerns. Probably the most important factor in this partnership 
is the desire on the part of the community and its people to make a change and 
achieve better health status. 

I would like to relate to you our experience in such an effort as an example of 
what might be achieved and the need to emphasize cooperative efforts, why health 
education in the public schools is important, and why health promotion and 
disease prevention is appropriate for the adolescent. 

In November of 1982, I was the Director of the Laguna Community Health 
Representative (CHR) progranj. Along with IHS coninunity health nursing we began 
discussing the topic of maternal and child health, especially related to the 
Increasing numbers of teenage pregnancies, its risk factors, and the lack of 
proper prenatal care, sometimes resulting in complications of pregnancy, 
ultimately affecting the high cost of deliveries and proper patient care. Our 
group quickly realized that ours was not only a medical problem, but a social 
problem as well, that there were many factors present in the community which 
contributed to the concern and that just addressing teen pregnancy by itself was 
not going to solve it. Our teens were facing multiple problem areas including 
cultural dichotomy, alcohol and drug use/ abuse, a public school system without 
input from the local tribal governments, and Inadequate information about their 
own health. Outside support and assitance was sought and with the help of the 
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IHS, a contract with the University was obtained to address adolescent health 
concerns. I have since gone to work for the University as the Project 
Coordinator for these adolescent health prograns. Our first school based 
program opened Its doors In March I98U. 

The projects with which we are Involved are school-based adolescent health 
programs and Involve state of New Mexico public schools. One of these schools 
is situated on the Laguna Indian Reservation while the other Is In a small town 
just north of Albuquerque at Bernalillo. In Laguna, the Indian student 
population Is approximately 9Q%, In Bernalillo, It Is approximately 50*. The 
foresight of the Albuquerque Indian Health Service Maternal and Child Health 
Progran enabled the group of local community people, the IHS, and the University 
to form a unique partnership to work toward a common goal of addressing the 
health needs of the teen population. Since Indian populations are Involved In 
this effort, there Is a natural tendency for Involvement by the respective 
tribal governments. Another link In these efforts has been the very slow 
participation of state Involvement or the recognition that a need exists that 
the state could help alleviate. We have been able to convince a local private 
primary care provider to apply for and receive a grant to provide a portion of 
their services specifically for adolescents. That support came from the state. 
However, both the Indian Health Service MCH con6Ultant and ourselves have been 
unsuccessful In our attempts to get the state to match funds with the IHS 
especially In a public school setting where nearly half the students are 
non-Indian. So far the IHS has been the leader In efforts to resolve the 
problems and Issues around health care of adolescents. Realizing that the state 
Is not Interested In emphasizing their Involvement In the specific health care 
aspect, the opportunity to provide and promote health education in the public 
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schools would have a direct effect on the Indian student populations attending 
those schools. Health education in the schools is advantageous because students 
are a captive audience, health education can and should be an integral part of 
the regular curriculum and it fills a need which is inadequate at present. This 
is especially important for reservation based schools but is equally important 
for non-reservation programs. Though many Indian students reside on their 
respective reservations and conmute or are bused to off reservation schools, 
there are also large Indian student populations which reside in urban 
communities. 

Our programs involve making certain services available to a little over one 
thousand students in two schools. We expect to add two other schools in the 
next 1-2 years which will add another eighteen hundred students. Though these 
numbers may seem insigni i leant, the potential for directly benefiting these 
students through a cooperative effort with the state, the IHS, t*ne local schools 
and health education efforts mandated by the state is tremendous. In those 
schools with which we are already closely working with, school staff have asked 
us to help them fulfill their health education requirements by providing 
speakers and materials for their classrooms, educational materials available to 
students, rap sessions on various topics, planning and presenting teen health 
awareness days, health fairs, flin runs, and other health promotional efforts. 
By working cooperatively with the schools, there is the environment to promote 
healthy people and change in the future. Through our teen centers we can 
facilitate and participate actively with the schools. We are limited though by 
the resources available to us in the community as well as by what the schools 
have available to them. It is certainly desirable to be able to do more because 
the need is so great for the populations with which are dealing. 
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We have included in our written testimony some statistics as exanples of the . 
increased health risks of Indian adolescents, especially related to accidents. 
Including alcohol related motor vehicle, teen pregnancy, suicide, and drownings. 
It is obvious that we are dealing with a high risk target population. 

In summary we support: 

- that in addition to the provision of primary health care, the Indian Health 
Service should provide health promotion and disease prevention services to 
Indians . 

- The additions of Sections 202, 203, and 204 to TITLE II of the Indian Health 
Care Improvement Act. 

- That efforts should be made to Identify exlsitng resources and programs and, 
where possible, establish linkages between IHS, the Tribal governments, the 
States, and community groups. 

- The addition of Section 107, the Community Health Representative Program to 
TITLE I of the Indian Health Care Improvement Act. The CHR program was 
Instrumental in the development of our program and continues to be a vital 
part of the adolescent health program through support and participation in our 
activities . 

s 

- That health education efforts In the public schools will have a direct impact 
on Indian student populations and that the federal government, the states, and 
IHS form cooperative efforts to address this need. 
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■ That health promotion and disease prevention efforts focus on the Indian 
adolescent populations as a means for effecting change in the future health of 
Indian communities. 

That change can occur in Indian adolescents through health promotion efforts 
aimed at: 

reduction in the misuse of alcohol and drugs 
improvement of nutrition 
improvement in physical fitnesss 
decrease in absenteeism 



- That change can occur in Indian adolescents through disease prevention efforts 
targeting: 

control of sexually transmitted diseases 
family planning 
pregnancy and infant care 
control of accidental injuries 



- The development of a health promotion and disease prevention policy for 
American Indians, and more specifically Indian adolescents since one currently 
does not exist. 



- That a comprehensive health promotion strategy through education, especially 
of the Indian adolescent, be developed. 



- That a single demonstration project is not enough. Because of the diversity 
of the Indian populations, several projects are needed. 
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in closing, we ask that you consider as well the special needs and the high 
risks of adolescents in your deliberations. We consider our young people our 
future and it is for them that we are here today. 

We applaud your efforts on behalf of all Indian people and appreciate the 
opportunity to appear before you today. Thank you. . 
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New Mexico Slolislics Regarding Adolescents 
compiled by Teen Center Projects 
Solly Dovls& Ken Hunt 
Moy 1965 

•At its 198nevel of 1,3331,000 people, New Mexico, the fifth largest 
stQte in lond area, ranks 37th among the states in total population and is 
the seventh lowest in population density. It is basically a rural stole with 
a population density of about 1 1 persons per square mile. According to the 
1980 Census there are in New Mexico only six cities with populations in 
excess of 30,000 people. 

•Ethnically, New Mexico's population is composed of four major groups: 
non-Hispanic White comprise 52.6^ of the States's population; the 
Hispanic 36.3^; the Indian 8.1^; and the Black 1.8?^. By percentage, the 
Indian and Hispanic comprise larger portions of the total population than 
in any other state. The Indian is the fastest growing of the State's ethnic 
groups. It is also a young population with 60^ being under 25 years of age. 

•Although monetary income is not the sole determinant of the quality of 
health, "low income people in general have worse health than people of 
higher income" (DHEW report, Health-United States, 1976). New Mexico's 
personal income ranks forty-second among the states. New Mexico's 1980 
per capita income figure of $7,878 was 17^ lower than the national figure 
of 59,5 11, dropping to 19^ lower in 1981. A greater percentage of persons 
in New Mexico are at or below poverty level compared to the total U S 
population. According to the 1980 census, 17.4;? of the people in New 
Mexico are at or below poverty level compared to the national figure of 
12.5^. The percentage of persons in New Mexico at or below the poverty 
level IS Z9% greater than nationally. Over 40^5 of the Indian and nearly 1/4 
or the Spamsh origin populations in New Mexico are at or below the 
poverty level, and as stated earlier, percentagewise, these two groups 
comprise larger portions of the state's total population in this state than 
in any other. 

•Nearly twice the percentage of deaths in New Mexico occured to persons 
under age 35 years of age than did nationally. Of the deaths occurring 
nationally, B.5% were persons under 55 years. In New Mexico, 14 7;? were 
under age 35. Among the Indian population, the percentage of deaths for 
males under 35 was 40.1^, and for females, 3). 4JS, the highest in thi^ aqe 
group as compared to the State's other ethnic populations, 

•One factor contributing to these high percentages of younger deaths in 
New Mexico is of course the State's young population structure Also the 
nigh rate of mortality in the State for causes such as accidents normally 
associated with younger age groups, would lead one to suspect higher 
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•Like nolionolly, Occidents ore the leading cause of deolh in ages 5 lo 24. 
The accidental mortality rate and overall mortality rates in the State are 
generally higher than corresponding national figures for all New Mexico 
race/ethnic groups. Motor vehicles were involved In a greater percentage 
of New Mexico accident fatalities than nationally. Mortality rates were 
higher for moles than females in this age group. In the 15 to 24 age group, 
homicide ond suicide follow Occidents as the leoding cause of deoth. In 
New Mexico Indions in this age group alcoholism olso ranks os a leoding 
couse of deoth. Mortolity roles for this ethnic group is higher Ihon the 
notional figures for this oge group. 

•The fertilit,y rote omong New Mexico teenagers 15 to 19 is over a third 
higher than in the United Stotes in general. The fertility rote for Indions 
is twice thot of the U.S. it is o well-known foct that teen mothers ore 
much less likely to come in for prenatal cere. Indions olso ore less likely 
to receive prenotal care than are other groups. 

•Navojos, Apaches ond nineteen Pueblo groups comprise the 8.1% of New 
Mexico*^ populations and live in five of the State's sounties, 

•New Mexico's school dropout rate for 9-t2th grode students in 1981-82 
was 8.1^; for Indian students it was 

•Fifty percent of deaths among 15-24 year olds ore alcohol Involved. 

•In 1979 the Acoma-Canoncito-Laguna (ACL) Service Unit (IHS) reported o 
suicide rate of 35.0 per 100,000. tn 1980, the suicide rate for the Pueblo 
of Laguna was 46 per 100,000, 3:-6 times the national rate of 12.8 per 
1 00,000. Victims are almost all male and most die from self-inflicted gun 
shot wounds. 

•in April of 1985 at Laguna-Acoma Junior/Senior High School, with a total 
population of 450 students and almost no In or out migration, there were 
14 female students who had babies (age 6 rnons. to 3 yrs.) and 4 who were 
pregnant. 
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LEADING CAUSES OF DEATH FOR 15-24 y.o. 



. AGES 1S-24 

LEADING CAUSES BY NEW MEXICO ETHNIC/RACE 
NEW MEXICO RESIDENTS 1977-75 AVERAGE 
UNITED STATES 1971 



HEV MEXICO ETKNIC/KAC£ 


1 SATt/ ICO. 000 MCW-ATION 


lOTAL 


MALE 


1 FEMALE 


UNITED STATES 
All CauKsl 


117.5 


173.5 


40.9 


Accltftnti 

(t Holox VdUUt] 
Hwnlclric 
Sulcld* 

fUtlcnant Nctslaimi 
Heart Dlicaic 


M.5 

12.2 
12.4 
A.3 
2.7 


100.5 

Uo.Ji 

20.4 
20.0 
7.7 
3.2 


21.0 

171. ») 
5.« 
4.7 
4.» 

2.1 


NEV ^-fXICO-AI 1 Rtzt; 
Alt CauKii 


191. 7 


315.'* 


13.4 


Accidents 

(t Uoto^ Vtkiclt] 

H«mlcld( 

Katicnant N(a»lasmi 
Ai cohc I Isn 


120.0 

21.2 

lS.7 

2.4 


19r;.l 

(:7.5) 

4».2 
30.1 
0.6 
4.4 


43.2 
(17.1) 
7.4 
4.7 
4.1 
O.f 


WON-HISPANIC-WhH « 
All CaUKsi 


161.5 


277.4 


13.7 


Acclricnta 

(t UotfX VtJUUtl 
Sulclri* 
Hamlcldt • 
Kallcnant Nccvlasnii 
Heart Dlicaic 


m.2 

|7».0I 
24.4 
14.4 
0.0 
2.S 


1.77.1 
(77.3) 
44.4 
21.3 
10.3 
J. 7 


44.0 
|I5.») 
8.1 
7.4 
S.4 
l.t 


HISPANIC-Whlt« 
All Causcii 


174.1 


292.1 


46.9 


Accltfcnti 

(t Uatox VtMUc) , 
Suicide 
Hainlcldc 

H^llenant Ntcplasmi 
Heart Disease 


105.7 

lii.M 

24.3 
20.7 
4.1 
1.4 


163.0 
(7».2) 
43.2 
35.9 
7.3 
0.7. 


32.1 
!»/.3) 
4.3 
4.3 
4.3 
2.1 


BLAO< 

Atl Causcii 


70.0 


79.0 


74.9 


Acclricnta 

tt Uoto\ VdUclc] 
Hamlcldc 
Heart Slscast 
Hallcnant Ntoslasins 
Ccnecnlta! Anv^llcs 


14.2 
(100.0) 

M.2 
7.1 
7.1 
7.1 


13.2 
[100.0] 
24.3 
13.2 
13.2 
13.2 


13.4 

100. 0\ 




443.2 


7M.3 


175.4 


Accidents ■ 

, , (t HoXa/L VliU {.] 

Sulcld».i _ 
- Hamlclie . * ' 

AtcohallMt 

Inf 1 u(nza/rn(iiT>*ntt 


2SS.3 

.41.4 

37.1 
20.4 
7.4 


4A6.3 

lu.i] 

12«.4 
70.4 
31.4 

ii.a 


105.4' 

14.0 
7.0 

IJO.5 
3.5 
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AGE SPECIFIC ACCIDENT DEATH RATES 
Rates per 100,000 Population 



Accidental death rates experienced by the Indian and Alaska Native population are 
higher than those of the U.S. All Races rate In all age categories shown below. 
The largest number of accident deaths occurs to Indians aged 15 to 2U (31 percent 
'of all accident deaths). The accident death rate for Indians and Alaska Natives In 
this age group Is 3.5 tines that of the U.S. All Races population. Indians and 
Alaska Natives 25 to 54 die of accidental causes at a rate about 5 times that of 
the total U.S. .population. 



Aj^e at Death 



Indian & Alaska Natives 

CY 1976-1978 
Number Rate 



U.S. All Races 
CY 1977 



Number 



Rate 



Ratio of 
Indians and 
Alaska Natives 
to U.S. All 
Races Rate 



Under 1 


63 


92.6 


1,173 


37.1 


2.5 


1-1; 


201 


73.8 


3,297 


27.3 


2.7 


5-1^1 


250 


33.8 


6,305 


17.3 


2.0 


15 - 2^1 


i,ii;8 
7U0 


216.6 


25,619 


62.5 


3.5 


25 - 3^1 


223.3 


li;»593 


44.2 


5.1 


35 - ^'i 


l|5l 


175.3 


8,867 


37.8 


4.6 


H5 - S^i 


360 


176.6 


9»i;27 


40.3 


4.4 


55 - 61; 


250 


168.0 


9,740 


47.8 


3.5 


65 - 71; 


139 


ii;8.8 


9,006 


61.8 


2.4 


75 - 81; 


87 


227.2 


9,178 


134.4 


1.7 


e5-»- 


53 


423.7 


5»908 


284.2 


1.5 



Vital Events Branch 
OPS/DRC/IHS 
December 1, 1980 

.NAt/oa/i^l 
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Thi state's suicide mortality rate for males in the 15-24 aga 
group is more than double the national figure. The rate then 
decreases to a low (or the 45-54 year old males {though still 
higher than nationally) and then increases with age, with 
the highest suicide mortality rate being that tor males 75-84 
years o( age. 

For New Mexico females the rate increases reeching a peak 
in the 35-44 age group and then decreeses with age. Na- 
tionally, (emale suicide rate is highest in the 45-54 age 
group. 



All but tVM} of New Mexico's age groups (75>84 and 85 ) ex* 
ceed the nationel rate for female suicides. The pattern varia- 
tions are: female suicide mortality decreases for older ages, 
for males the rates increase dramatically; New Mexico 
males 15-24 have an exceptionally high suicide rriortality 
even considering that the rate for the State's male;') is 
generally higher than nationally; suicide mortality for New 
Mexico women is higher than for women nationally except 
for women in their seventies and older; suicide mortality 
peaks et a younger age for women in New Mexico than 
nationally. 

/ In New Mexico suicide ranks as the third leading cause of 
' death for5-14year olds, second leading cause-of-death for 

15-24, and second leading for cause of death for the 25-44 

age group. 



FIGURES 
SUICIDE DEATHS 
RATES PER 100.POO POPULATION 
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4. Teen Pret'nancies in Now Mexico 



See Graph 20 
See Graph 21 
See Graph 22 

Sec Graph 23 
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Infant mortality as reliUod to Teen Pregnancy 




THE BABIES OF TEEN MOTHERS ARE MORE UKELY 
TO DIE BEFORE AGE ONE THAN ARE THE GABIES 
OFOLDER MOTHERS. 
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Lou* birth weight as related to Teen Pregnancy 
Now Mo.\ifo • IDSt 
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Senator Bingaman. Senator, go ahead. 

Senator DeConcini. I have a couple of questions. Maybe Cheryl, 
you can— I didn't get to see your statement, and I don't think I 
missed it, but you've been involved in this chemical awareness ac- 
tivities for a long time. Can you tell us how serious it is in the 
school district you're in? What do the figures show there when you 
came in? 

Ms. Watkins. Ninety percent of our kids by their senior year, 
drink; 60 percent have tried marijuana. One-third of our students 
have come to school under the influence of marijuana. Seventy per- 
cent start in the seventh and eighth grade. Twenty-seven percent 
have been directly involved in violence as a result of their own 
chemical use. 

Eighty percent of 11 and 12 graders have ridden in a car where 
someone was under the influence— -the driver was under the influ- 
ence of alcohol or other drugs. 

Senator DeConcini. How many students have had to be either 
suspended or quit because of 

Ms. Watkins. We have a 20-percent dropout rate, and it's esti- 
mated 80 percent of those kids are seriously involved with chemi- 
cals. 

Senator DeConcini. With chemicals? 
Ms. Watkins. Yes. 

Senator DeConcini. And you said for $7,000 you can put in— 
what was your word, a premium program, or a 

Ms. Watkins. A real comprehensive program. 

Senator DeConcini. Comprehensive program. 

Ms. Watkins. I started my program with $1,500. The school dis- 
trict released me one period to coordinate this program— that was 
covered through other teachers absorbing my class load, so that 
program actually cost us $1,500. These programs can be done very 
cheaply and effectively. 

Senator DeConcini. If you had say $7,000, you could do a pro- 
gram, you think, in almost any school? 

Ms. Watkins. Yes. 

Senator DeConcini. And on the reservation as well? 
Ms. Watkins. Yes. 

Senator DeConcini. You don't— and so you're talking about this 
pilot program under S. 400, that some of that money— starting 
some of those pilot projects at that kind of cost? 

Ms. Watkins. Yes, sir. 

Senator DeConcini. We're not talking about big money then, are 
we? 

Ms. Watkins. No, we're not. 

Senator DeConcini. When you put together a program such as 
you put, what are some of the key components that it takes besides 
the $7,000? 

Ms. Watkins. The district boards, administrations need to buy 
into it. The school needs to take ownership of it. Teacher train- 
ing 

Senator DeConcini. Do you mean by that they need to accept it 

and support 

Ms. Watkins. Yes, sir. 

Senator DeConcini [continuing]. What it is you're going to do? 
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Ms. Watkins. Yes. You need to train all your staff. We need to 
work with the adults, start with the adults and work down. We 
need a comprehensive program, just not a curriculum. A curricu- 
lum is important, but we need to train the teachers. We need to set 
up support groups, help for kids in school. Once they leave, we lose 
them, so groups are imperative, especially kids that are busted and 
children from alcoholic homes. 

Senator DeConcini. Do you involve the parents? 

Ms. Watkins. Parent and community education is real vital^'We ^ 
provide support, information, education for parents as well. 

Senator DeConcini. How do you get the parents involved? Do 
you go to them, or do you tell the kids to get them to come, bring 
them down, or 

Ms. Watkins. We do both. We find when the parents don't come 
out, we send a lot of information home to them. If we can't get 
them in, we go to them. A lot of parents call us for help, and we 
can tell them where help is available, and they don't have to make 
10 phone calls. 

Senator DeConcini. You've obviously given some thought to 
these programs when you got it down to a dollar figure, as you in- 
dicated. What kind of thought have you given to trying to do it on 
reservations? Have you mapped out an3rthing, drawn up anything 
or been to a reservation school or an3rthing like that to get a feel 
for it, or are you just taking what you know works and then trans- 
posing it on what you think would be the case on the reservation? 

Ms. ATKINS. I know that — especially in a K through 6 program, 
that this basic model has been adapted very, very well to the 
Indian population. And in my own school district next year plan, 
I'm doing more specific adaptation with the Indian population in 
our eight schools. And I have talked to the Phoenix Indian School, 
which is the boarding school, and have looked into— they do not 
have any programs there right now, and I want to get with them 
next year and start working with them in a joint effort to share 
what I know works on a large systemwide basis. 

I do know our program was working with cultural minorities, 
with our black and Hispanics, has blended in very well. And there 
are some minor adjustments, but there has not been a problem if 
you work closely with the cultural needs. 

Senator DeConcini. Thank you, I have no further questions. 
Good program, obviously. 

Senator Bingaman. Let me just ask any of you, Sally, maybe 
you're the right person because you're familiar with what we're 
doing here in New Mexico, to what extent are we pursuing some- 
thing like this that Cheryl has described, in our high schools or ele- 
mentary schools? Do we have one of these chemical awareness pro- 
grams or something similar going on in various places? 

Ms. Davis. There's a variety of programs across the State, and 
they vary. I know that Laguna Elementary School and a number of 
other BIA schools have Project Charlie, which is aimed at drug pre- 
vention and has been evaluated in other areas as being very suc- 
cessful. 

We have a program now that we will be — we have just started 
May 1, as I said, to look at absenteeism as a way of identifying stu- 
dents at risk, because absenteeism is generally not related to a 
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physical health problem. It is generally related to a psychosocial 
problem or to alcohol— or substance abuse, whether that is the 
problem of the family or an individual. 

r ^ J ^0 <^hat, we have a project that will start in July 

funded by the State, the human services division and behavioral 
health division, and that is to implement a program in Bernalillo, 
Grants, Espanola, and again Laguna-Acoma. 

And that intervention program is a program that has been tried 
in Utah and was very successful with Indian students, which uses 
peer counseling, peer education, and self-control technique, which 
has been shown to be very, very successful with other populations, 
has been tried at least in one site with Indian populations. 

We will tr^' to replicate that with our populations and see if it's 
successful. So yes, there are some things going on, they're very 
new. There's just not that much data on how effective it is. 

Our approach is to very, very closely evaluate these kind of 
things, and since our programs are real community-based with a 
lot of community input, they are adapted for the local community, 
but are taken from some theoretical base that's been tried some- 
where else. 

Senator Bingaman. It sounds as though the program that Cheryl 
describes, she is the initiator of it, and it came out of the school 
system rather than out of the health care providing part of our so- 
ciety. Is it your thought that that's— maybe I ought to ask Cheryl 
that question. Is that the natural way to get to get this kind of a 
program going? I mean, is this the kind of thing that the schools 
theniselves have to do? They can't wait or expect the Indian 
Health Service or the— whatever the alternative is if it's not in- 
volved with Indian people, but is it the schools that have to take 
the initiative on this instead of the health providing elements in 
our society? 

Ms. Watkins. I have found— this is what I have experienced in 
working, is that the schools decide to take responsibility for it. We 
can t teach kids when they're in that kind of emotional pain and 
they re under the influence. And the schools are taking ownership, 
but the schools can't do it alone. It is a partnership with the com- 
munity. And the agencies, we need to refer out to them, and the 
agencies work very closely with us. We have 20 professionals from 
the agencies that come in and run groups with us and that do 
training. 

But it's our programs. We take ownership, but we can't do it 
alone, and it is a partnership. And what is happening, you find if 
you can get the key decisionmakers, key board members, key su- 
perintendents, they will start buying into it and own it, and then 
we reach out to the community. 

Senator Bingaman. Yes, Sally? 

Ms. Davis. I'd like to make one more comment on that. People 
everywhere are really concerned. And the approach that seems to 
show the most promise across the country is a macro approach 
where you involve every single person in the community. The 
churches, the schools, the health care providers, agencies, parents, 
grandparents, PTA's, all of those different groups have to have a 
plan of their own. 
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It all fits together. Somebody has to be the coordinator, whether 
it's the school, the community or the IHS or the university. Some- 
body has to orchestrate all of those parts, but everyone has to be 
involved. 

Senator Bingaman. OK, that was excellent testimony, thank 



Senator DeConcini. It was. 
Senator Bingaman. Thank you all very much. WeVe got two ad- 
ditional panels. Did you want to start another one, or do you want 
to leave? 

Senator DeConcini. No; I have to leave. 
Senator Bingaman. OK, that's fine. 
[Discussion off the record.] 

Senator Bingaman. Senator DeCJoncini has to catch a plane back 
to Phoenix. We have two more panels, and we'll go right ahead 
with those at this time. I want to again thank Senator DeConcini 
for doing this, and for interesting the Select Committee on Indian 
Affairs in the Senate in holding this hearing. I think it's a major 
contribution. . 

Our next panel will be on health education, and William Blair 
with the State department of education, and Charles Johnson, 
who's with the Bureau of Indian Affairs, are the two witnesses. 

Thank you both for being here. Why don't we take you in the 
order that I named you there? Bill, why don't you go ahead first, 
and then we'll hear from Charles? 

Mr. Blair. Thank you very much. Let me get my pile oriented 
here, just a minute 

Senator Bingaman. OK, take your time there. 

STATEMENT OF WILLIAM OWEN BLAIR, PH.D., SPECIALIST, 
HEALTH AND PHYSICAL EDUCATION, STATE DEPARTMENT OF 
EDUCATION, SANTA FE, NM 

Mr. Blair. Senator Bingaman and guests, it's our pleasure, 
meaning the department of education, to be here today. We appre- 
ciate the opportunity to be here at this hearing and provide some 
testimony really in support of S. 400, the Indian Health Promotion 
and Disease Prevention Act of 1985. 

We're interested in this particular bill for a number of reasons. 
One is that the bill encompasses health education the way we in 
the State of New Mexico at the department of education see health 
education. This is from the comprehensive approach. 

We feel that we need to deal with all aspects of health education 
and your bill is suggesting, and this is the way that programs and 
things operate in the public schools in the State of New Mexico. 

There is a mandate in New Mexico for health education, K~12. 
This is outlined in a book that we call ''Educational Standards for 
New Mexico Schools." It includes in this all of the essential pro- 
gram requirements, rules, regulations, if you will, that all schools 
have to follow in the delivery of all programs. 

It is, if you will, a State framework, and through local autonomy 
then school districts are allowed to fill in the blanks, if you will, as 
they wish, as long as they are in compliance with the framework 
that we call educational standards for New Mexico schools. 
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This means that in New Mexico all schools, K-'12, are required to 
have health education programs being delivered in the schools. 

I think you'll find that the teachers in the schools are trained in 
planning the programs. I think you'll find the teachers are trained 
in delivery of the program. I think that you would find one of the 
weaknesses of the curriculum process and in the program delivery 
in health education, at least, would be in the section called evalua- 
tion. 

We organize well, we teach well, but we're not at this point 
really able to tell you and give you a good evaluation district by 
district of what's going on in the schools of New Mexico in terms of 
health education. 

In terms at least from an evaluation standpoint of what the stu- 
dents know. We know what's been taught, we know what's been 
planned. We really don't know and have a good handle yet on what 
the students actually know themselves. 

At the present time, there is no graduation requirement health 
education, even though there is a K-12 program requirement. 

To assist teachers and school districts in the development of Pro- 
gram K-12, and in New Mexico we do take a district pholosophy, 
and that's why I continue to say K-12, we have developed a set of 
student competencies in health education. Competencies that 
should be mastered by all students in New Mexico, by grade level 
3, by grade level 5, grade level 8 and by school exit or graduation. 

And the content areas of health education that we require to be 
taught almost mirror the promotion and prevention objectives in 
the hill that we're discussing today. And so we think that's all in 
line and in order. 

In my prepared statement, I provide you and the committee and 
the audience with a large amount of statistics which deal with the 
^« districts in New Mexico that we consider native American 
school districts. 

There are 88 school districts completely in New Mexico. There 
are 22 that we consider native American districts who have some 
sort of an Indian population in them. 

And the data that I provide for you in the testimony is about the 
22 school districts in New Mexico that are those that we consider 
the native Americans. 

Let me just quickly go through what the content of the figures is 
about, or the subject that the figures are about. I think with addi- 
tional time and reflection, there's a good bit of knowledge in there, 
but at least let me mention the topics that we Uy to cover in the 
statistical part. 

We list the number of secondary health education teachers that 
are currently assigned to teach health education in the 22 school 
districts in New Mexico that have native American students. 

We have some test results from the New Mexico high school pro- 
ficiency exam, which does have a health education component on 
it. This is given to students at the tenth, eleventh and twelfth 
grades in the schools in New Mexico. 

And you can note from there that the native American students 
are— have improved in their test scores in this particular test, but 
that they are below other ethnic groups. 
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I show you another figure, the number of school nurses assigned 
in the school districts in the 22 that we're talking about in New 
Mexico. 

I provide for you a figure with the total number of students in 
each of the 22 school districts, along with the percentage of native 
American students in those school districts. 

There's another figure which shows the percentage of native 
American teachers who are teaching in the native American school 
districts. 

Another figure deals with the mobility rate of all students in the 
native American school districts. This has a real big impact on the 
delivery of programs. 

There is some transportation information available in terms of 
the number of pupils that are transported in these districts, the 
number of buses that are in use, the annual live number of miles 
that school buses travel to get the kids to school. 

There's a figure on State-funded and federally-funded bilingual 
programs in the native American school districts. There is a count 
of special education students of all types in the native American 
school districts in New Mexico. 

And there's a large section on child nutrition information show- 
ing the number of meals that are served in lunch programs and 
lareakfast programs, and the average daily participation of all stu- 
dents in these programs. 

The intent behind all this information is to obviously bring out 
that it's not just the instructional program that has a bearing or 
an effect on what goes on in the schools with the kids. 

If you bring a kid to school and he's hungry or if they can't hear 
or they can't see very well, if their complete needs are not taken 
care of, then no matter how good the instruction is, they just won't 
learn as well as someone who has all of these health needs taken 
care of 

Back into the testimony itself, and I'll just hit a couple of more 
highlights if I can, we do have a certification program for second- 
ary health educators who teach health as a separate subject in the 
secondary schools. 

I outline briefly what school nurses are to do in the school dis- 
tricts. I list the five institutions in New Mexico who are able to 
provide programs of certification and endorsement for teachers of 
health. 

There's a section on instructional materials in the schools. 
There's a section on interagency cooperation, and then there's a 
listing of current and on-going health promotion and disease pre- 
vention activities that the department of education has been in- 
volved in recently. 

Just a couple of other quick comments. The Surgeon General's 
goals and objectives have been mentioned a number of times today. 
I also would like to mention that through the State Department of 
Health and Environment, that there is a State health plan, and 
they have 13 health priorities that we in the State of New Mexico 
are supposed to be attempting to meet also. 

The first priority in the State health plan is to decrease if possi- 
ble violent deaths. This is accidents, suicides, homicides and those 
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kinds of things. And so not only at the national level, but at the 
State level there is a concern for this effort. 

I think that in general the New Mexico Department of Education 
and the Department of Health and Environment in particular do 
work well together promoting school programs and activities in the 
districts in New Mexico. 

I also want to mention that the Governor's Office on Children 
and Youth has an on-going program which brings together their 
advisory committee along with representatives from each of the 
State agencies involved in children. 

And so that as an on-going basis, if you will, the State agencies 
and the advisory committee are getting together dealing with 
issues of children and youth in New Mexico. And a good majority 
of the time, they're talking about health issues and issues related 
to health. 

At this point, that'll end my testimony, and Til be happy to field 
some questions later on. 

[Mr. Blair's prepared statement follows. Testimony resumes on 
p. 270.] 
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kiMAM J. PC L'VO 



Pr«p»red For: United Stuics Senate 

Select Committee on Indian Affiiirs 
H9tk Andrews, Ch^irmiin 



frepared By: William Owen Blair, PhD 
Sp«ct6l 1st 

Health Educ^itipn and fhy^tcal Education 

SubjectJ Report Conccfnlrtg The Indian Health Promotion and 
Disease Prevention Act of l9S5 



Educat'ona ] Standards for N€>w HcxJto $chop.U , July 1^8^ states 
that mch student '» tn&tructional program, K- 1 2 , shaM include 
but not necessarily be llmUed to ... . comprehensive health 
•ducatton Including substance abuse education . . . < 

Each dijtrict shall have a wriiten curriculum, which Is congruent 
wtth the delivered curr I c u I um, wh i ch shall; 

1. be hssed on an a^ve^sment of Instructional and 
program needs; 

2. specify itudent cofnpetenc I es expected at Identified 
pointsduringtheprogram; 

3- define the sequential progression of competenc i e* 
to be atlAlnedj and 
. provide for the evaluation of student performance 
both during and upon completion of the progran-. 

Currently, there T$ rto graduation requirement of stgdcnti for 
health education. 

During the ISBj-l^S'i school year, a statewide committee of health 
education professionals developed a set o^ grade level and exit/ 
graduation competencies for student* for health education. 




t. Stdte Mandate for Health Education 
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Comptitntles to b*. •tt^tned by studtnt> by g»'«de le^tl 3, 5, 8 
•nd aehoeil exit Uvtl wer6 written for tht foHbwIng areas; 



Personal Health Promotion 
Hental/Cmotlonal/Soclal Hca t th 
Fami ly Life Education 
Subsianca Unc/H I luse/Abust 
Injury Control and Cmerflency Care 
Environmental Haal th 
Consunior Heal th 
Nutr i t Ion 

Human drowth and Development 
Coinmun { ty Hca I th 
Disease Prevention 



II. Method pf Teaching Health Edueatlon 



Districts may choo»e to teach hcaUh education av a Separate 
Subject or mjy ehoosa to Integrate health education into the 
schoo I cu r r I eu I uiP. 

At the elementary level, health tducatlon Is almo»t always 
taught by the *el f-contalned classroom tcneher. At the secondary 
level, some districts chooic to teach health education a$ a 
separate iubjecl while others choo»e t6 Integrate the prooram 
into other required programs. 

Figure I Indicates the nurnber pf Secondary Tcaqhers assigned 
to teach health education as a separate subject in the Native 
American Schoni District* in New Mexico fbr the year l96li-l$S5. 
Eight public school districts are teaching heiilth education 35 
a separate subject while 1 i» are integrating health education Into 
tho school curriculum. 

When Integrated, health education content Is typically found In 
cour*ci of Physical Education and Science Depending upon the 
school district, health education con ten t .coul d be found In any 
of the other required program areas (plne Arts, Computer Literacy, 
Language Arts, Mathematics, Practical Arts, social Studies ahd 
Vocational Education. 



III. Certification of Secondary Health Educators 



A revised 2^* hour endpr^ewent, making a teacher eligible fpr 
assignment In Secondary Health Education, grades 7-|2 becam 
effective on July 1, 198^. 
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A cburfte Irt 6 ftpftdlflc art«s •rt rtqulred Including * eouric 
In human »cxw#nty and • eoufsc In substtntt ust. 

Individuals endorsed tn SecqndAry Health Education, prior to 
July 1, •re rtot rtqulfed t6 comply with this revised 

r«gMl At i pn* 

IV. New Hftxlco BasIc Skills fUn 

The bbjtcilvt test portion of this plan tftst» knowledge in 
Several artiis Including "Mental and Physical Htalth.' Th« 
four major objectives in thif *re« #re: 

1. The Individual should know whtr*. wh»n, and why to 5««k 
med i cal he 1 p . .... 

2. The Individual should know what pftrjonal habits pr-omote 
good health. . . , i 

3. The individual should know how to apply principles of 
he J 1th to planning and raising a family. 

The individual should know how to deal with potential 
hazards and accidents. 

The spring 1985 i-esults of this txamlnation appe*'' as Fi^ui-c* 
It 3i ^. 5 and 6. 

v. School. H«alth Serviced 
Each school disti'Ict shall: 

}. provide health services In •^»ch school unit, 

2. provide health services designed to improve the student s 
mtntal and physldfil health bv coordinating with othef 
school itaff and conimunlty ag«nci«i, 

3. deitgn artd staff th« program with ir-alned health personnel 
to meet 9sSesied needs: and 

shall have a certified school nurse available to direct 
the health servUei pro^r-am. 

Specific health services, contacts ^nd tAiki are outlined In the 
School Health Manual * 

figure 7 shows the number of School Nursas ;>$ilgned In the Native 

Amarican School Districts in New Mexico. 



VI. Teacher Preparation 

five New i\t^\to Institutions of Higher Learning have approved programs 
fpr certification/endorsement In the teaching of health. Pelow a ■ 
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The Numbtr 6f Teachtrft Assigned tQ Teech He«iih Sducition 
In the M«tive American School Districts In N^w Hexicp 
t96ti-l9es 



Districts Health Education Teechert 

AlbM^uerque 52 

Aztec 0 

BerppiMlo 0 

Bloomfield 0 

Centc*) 0 

Cub« 2 

Dulce 0 

Esp^nold 0 

r9i*mln9ton 0 

Gallup 7 

Grent^i 3 

Jernc? Mountain 0 

J erne z Spri nqs 0 

Lo% Lunes 3 

Hdgdaiene 0 

hehASCO ^ 0 

Pojoaque 0 

Ruldoso 0 

$anta Fe D 

Teos 1 

Tularpsa } 

Zuni 'I 



ERIC 



262 



The Numbtf of School Nurses Assigned In the Native American 

Sch6o1 Pi&trlct& In New Mexico 

198^-1985 



Districts School Nurses L^NS Hbs 

AlbuqMer<|ue 8^ 

Aztftc 1 

Berna I M 1 0 , U 

Bloomfield 2 

Cen t rs I 6 

Cuba 1 1 

DuUe I 

CipAnolfi 5 

Farmlngtort 7 

Gallup 6 

Cr<>nts k 

Jtmez Hpuntaln 2 

Jemcz Springs 1 

Lo& Lunas 3 

Hdgdalen* Q ) 1 

Ptin<isco I 

Pojoaquc 2 

Ruidosp 1 

Santa Fe It 

Taos 3 

Tularosa 1 

Zun i I 
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lUw MfxJco High School 
Proflclftncy Examination 



ADMINISTRATIVE SUMMARY BY CONTENT AREA 
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New Mexico High School 
Protkiency Examination 



ADMINISTRATIVE SUMMARY BY TOTAL CONTENT AREA 
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Th« Student HobMUy B*te ?n the N*t1v« Amerrc»n Sehdol 
Otstrlcts in New HexUo 



Oi ttr i cts Student Hbbi 1 I ty Rate * 

Albuquerque 2$ » ^ 

Axtcc 32,0 

Bernalillo )S«6 

Bf60mf leld 28* i 

CenLfal 26-3 

Cuba 26.1 

DwUc 26.7 

Espftnola 22.3 

FArmlngton 33-6 

Grants 29.2 

Jemez Mountain 25<0 

Jemez Sprlnqv 17*0 

LosLunaS 23.1 

Hagd^lena 20.^ 
Pcnaic6 \ 

Pojoaquc l8.5 

Ruldojp 39.8 

5anta 2^.1 

l^Qi, 17.1 

Tularosa 23.2 

Zuni 25.2 

State Av<ir;ige 28,5 



^ - The value Is the % of the student body moving Into or out of 
the schpo) dl^tridt each yo^ir. 
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1l$t of these institutions iilong with th« tot*l nynber of 
♦ taff •silflntd to t*ach heiilth educiitlon <;our»»»: 

Institution 

tASttrn HH Unlvtralty 
NM Highlands Unlvcfi^lty 
NH State University 
The Univcfslty of NM 
Western NM Univrer^l ty 



6 
U 

I 



V M . I ns tryp t Ion? 1 Haterlai* In the Schools 

There ii an approved i ns t r uc f I ona I mAterials list for health 
education materials. The materials on thi» list h*ve bedn 
reviewed jnd selected through a specific process of COmmlttte 
work i»nd public hearing*. 

School districts msy s© I ect/purchaje/usc Any miiterUls of 
their cholct to i»sslst with an instructional program. 

Upon request, the state Department of Education will review 
materials not on the approved lixt and will Inform districts 
9S to the avaMabllity and merits of these materials, Specif 
prp<iram5 and products sfn not endorsed for Use In school 
diAiricts by the State Department of Education. 



VIM, Interagency Cooperation 

Continuing actlv^lties 9re occurring with: 

D.epartnient of Corrections 

Department of Health and Environment 

Department of Human Services 

Department of Transportation 

Governor's Office of Children and Youth 



IX. Current/Ongoing Health Promotion and 
Disease Prevention Activities 



Department of education staff traveled 
rtexico led by Senj»tor Bl ngamah to 
on by this Stanford Center for Research 
Program at Stanford University. 

the State Department of Education 4tJ»ff attended 
a ConfcVcnce of State, County And City School S uptsr I n t e ndcn ts 
to Improve He^ilth Promotion Programs In the Nat. on s Schools 
in fiethesda, MciryUnd sponsored by the Cancer Cont rp I Sc i en ce 
program at the National Cancer Institute *ind the American 
Hf a I t h round a 1 1 on . 



A member of the State 
with a group frum New 
attend a workshop put 
in Ditease Prevention 



2 - A membe r o f 
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J. A member of the St»ti Dtp^rtmcru 0^ Cdwc»t»on staf^ l» 
workfn9 with S»n*tO»' eUg»in«n «ft6 HEALTH NET - NEW MEXICO 
whost mission is tP Irnprovt the health of th« people of 
N6W Htxico and by $o doing, to lAiprovc the ^M«)lty of life 
in New Hexlco» to tncfeide the productivity of New Mexico 
cttt7en& Mnd to reduce Che need for expensive rncdlcal 
tre9tn)ent for New Hexicaris. 

U, A member of the State Department of education staff i» 
leading a team of hine health professionals end will 
attend a He»lth Promotion Workshop in Seaside, Oregon 
thi5 month. This team will return to New Mexico and 
ui'genixe a health promotion confei'ence tn New Mexico 
during the summer of 1986. 

5. The State Dcpii'tment of Education is developing « 
non-siiiok I ng policy for the agency In order to comply 
with the Clean Indoor Air Act of 19BS passed by the 
New Mexico legislature end si9ned into law by Povernor 
toney Aneya . 

6. The State Depertment of Education a^t&Isted the Department 
of Transportation end Lur-Kllne Media In their recently 
completed Kidi A^einst Drunk Driving Content. 

7. the Stete Department of Education wrote a letter of support 
for a Native American Adoicicent Injury PreverUlon Project 
submitted by the Injury Control and Adolescent Health 
Programs of the Department of He«lth and Environment. 

8. The State Department of Education participetes regularly 
with the Governor's Office of Children and Youth end their 
act I V i t ] es . 

9. The State Oepartmeint ot Education assisted the Magdalen* 
Municipal Schools and the Magdalena BlA Dormitory with a 
recent proposal regarding the School Team Cluster Approach 
for Substance Abuse. 

10, The State Department of Education maintains an open 

relationship with the Community Health Education Program 
of the Albuquerque Area Indian Health Service. 

||. During the recent New Mexico Legislature, the State Department 
of Education met with a group of Native American legislators 
to discuss curriculum/program including health education. 

12. Th« Sti»te Department of Education has met recently with 

the Administrators and Department Headc at Sinta Fe Indian 
School todiicuis curriculum/ program. 
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Th* Totpl Full-Tirt* Equlv»Ifcnt Si:*ff In the NAtlvt AmCflcart 
Schoo' Districts In New Haxico And the Percentage of 
Native Amei'Ican Teaching St^ff 
1383-198'* 



Districts Total FTE Staft^ v X of Njtj v e Amfe r Lcgrr? */- 



A1 buMue r que 
Az tec 

Berna I? 1 1 o 
fi I OOm field 
Centre I 
Cuba 
Dul ce 
^ »pAno1 a 
Farrn i ng ton 
Cell up 
Crsnl s 

Jemez Mountain 
Jemez Spflrt^s 
Los lunds 
Hagda t eh^ 
Pen«i»co 
Pojo^que 
Ru 1 doso 
Santa Fe 

T90i 

Tu I aro»9 

Zun i 



5086 


0 . 


160 


0 . 0 


213 


6 . 3 


\ 80 


1 « 0 


3A2 


19.2 


S9 


8.3 


'|8 


-t . / 


362 


2.6 


UBl 


1 ,6 


675 


7,1 


2di 


U,2 


^6 


2,7 


36 


3.^ 




0.5 


36 


0.0 


^9 


0.0 


90 


3. a 


99 


0.0 


732 


0.6 


197 


0.6 


93 


3.7 


107 


20 . 6 



V. M ThT:i value represents the tOLfil number of *11 full-time 
equivalent certified staff employed by the district. 

A* « This value represents the Native American meke-up of the 
te9chtny st^ff. 
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The Number of Students In the N*tlvc Amerlcart Schqol District! 
(n New Mexico and the PerceniA^e of Native Arnctric^n Students 



Districts T Q t » I N of Stud e n t s % of Native Americans 
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Taos 
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Senator Bingaman. All right, Til have a few questions, but first 
let's go ahead and hear from Charles Johnson, who is with the BIA 
in Fort Defiance. Go right ahead. 

STATEMENT OF CHARLES JOHNSON, FT. DEFIANCE AGENCY, 
BUREAU OF INDIAN AFFAIRS, FT. DEFIANCE, AZ 

Mr. Johnson. Good afternoon. Senator Bingaman. My name is 
Charles Johnson. I am the agency superintendent for education at 
Fort Defiance. Tm happy to have this opportunity to discuss 
health-related instruction in our schools. 

The Department of the Interior defers to the Department of 
Health and Human Services on S. 400. The BIA works closelv with 
IHS in providing health services to our children. For example, the 
IHS provides immunization services for our children, maintains in 
some cases nursing stations, either part- or full-time at most of our 
schools. 

Where these nursing stations are not available, then our staff at 
the schools transports students that are identified as needing these 
services to IHS facilities. 

We feel that the teachers have the best opportunity to recognize 
the health-related problems in our students, and they do frequently 
refer the students to IHS for treatment. 

Each school is required to provide health education as a part of 
its curriculum, and as a part of this, it must include alcohol and 
drug prevention. Since the development of such programs is a local 
decision, they vary significantly across the country. 

Frequently, programs are developed in coordination with the 
local IHS representative and the tribe, and they may be as simple 
as including a unit on the subject as a part of the curriculum, or it 
may involve the provision of speakers, presenters, and trainers 
from tribe as well as IHS. 

Unfortunately, our schools can only provide material and discus- 
sion on the subject as a part of our curriculum. 

Our schools sometimes become involved in referral of students to 
tribal courts or the IHS if the students arrive at school under the 
influence of intoxicants, whether it be drugs or alcohol. 

The problem must be addressed in a more comprehensive way, 
though, through coordinated delivery of available community serv- 
ice programs. 

That concludes my statement, and I will be happy to answer 
questions. 

[Mr. Johnson's prepared statement follows:] 

Prepared Statement of Mr. Charles Johnson, Agency Superintendent for Edu- 
cation At THE Fort Dehance Agency, Bureau of Indian Affairs, Department 
OF THE Interior 

Good Morning. My name is Charles Jo) »-Son, I am the Agency Superintendent for 
Education at the Ft. Defiance Agency. I am happy to have this opportunity to dis- 
cuss health related instruction in our schools. The Department of the Interior defers 
to the Department of Health and Human Services on S. 400. 

The Bureau of Indian Affairs (BIA) works ciosely with the Indian Health Service 
(IHS) in providing health services to our Indian children. For example, the IHS pro- 
vides immunizations for childhood diseases and maintains a nursing station either 
part or full-time at most Bureau schools. Where nursing facilities are not available, 
the school personnel provide transportation for the student to the nearest IHS facili- 
ty. Naturally, the teachera have the best opportunity to recognize health related 
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problems in our students and frequently refer students either formally or informal- 
ly to IHS for medical services ranging from eye examination to psychological test- 
ing. Referral procedures are worked out with the appropriate IHS facility. 

Each school is required to provide health education as part of its curriculum and 
must include alcohol and drug prevention as part of that curriculum. Since the de- 
velopment of the program is a local school decision, they, of course, vary significant- 
ly. Frequently, programs are developed in coordination with the local IHS repre- 
sentative and the tribe and may be as simple as including a unit on the subject as 
part of the health curriculum, or as extensive as having speakers and special mate- 
rials in each classroom throughout the year. Unfortunately, our schools can only 
provide material and discussion on the subject as part of our curriculum. Our 
schools may also become involved in referral to the IHS or the tribal court if a stu- 
dent attends school while intoxicated or under the influence of drugs. The problem 
must be addressed in a more comprehensive way though the coordinated delivery of 
available community service programs. 

This concludes my prepared statement and I will be happy to answer any ques- 
tions the Committee may have. 

Senator Bingaman. Let me start and ask Bill a few questions 
about the public school system here in the State. You heard the 
testimony that Cheryl Watkins gave us about the chemical 
abuse 

Mr. Blair. Yes sir, I did. 

Mr. Bingaman [continuing]. Awareness, or the Chemical Abuse 
Prevention Progran:. that she's working on in Phoenix. 

What statistics or information do we have in New Mexico by 
school district or by school as to the need for such a program? 

Mr. Blair. We don't have a clear set of New Mexico data on the 
incidence of alcohol-drug abuse, if you will, with school-age chil- 
dren. 

The State epidemiologist in Santa Fe typically says that he feels 
based on his judgment and information, that's what happens na- 
tionwide, happens in New Mexico, And so I don't know the exact 
percentages of that, but I think the incidence in New Mexico 
schools in general probably— according to Dr. Harry Hull, mirrors 
the State — or mirrors the national statistics. 

Senator Bingaman. So the same problems that she was describ- 
ing as encountering in the school system in Phoenix is probably 
present in some of our own schools here in New Mexico? 

Mr. Blair. Yes sir, I think that's a fair statement. 

Senator Bingaman. Do we have any programs you're aware of 
that are as comprehensive as the Chemical Abuse Prevention Pro- 
gram she described, in place, operating right now? 

Mr. Blair. A great number of school districts in New Mexico 
have taken on chemical-use abuse, if you will, as a major focus. 
There are a number of school districts who have similar programs 
to what she has described that are ongoing in the schools in New 
Mexico. 

Some of these are through groups, parents in action, that sort of 
thing. The chemical people have a number of parent and communi- 
ty groups working throughout the State. A number of school dis- 
tricts have gone to other means to address this particular issue. 

Several school districts in New Mexico have submitted proposals 
and have been funded for what is called a school team approach by 
the Center for Educational Development out of San Antonio, Texas, 
which is really e sort of an arm of the office of education, where 
they are training teachers on a school team approach off campus, 
and then those people come back on campus and provide the pro- 
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gram an additional training, so that it becomes a real school and 
district program in New Mexico. 

Senator Bingaman. Could you name, or maybe if you can't name 
right now, you could provide it to me, but what school district or 
school districts are doing the best job in this chemical-abuse pre- 
vention area, in your view? 

Mr. Blair. At this point, I think that the most developed pro- 

frams that Fm aware of, at least, in New Mexico, would probably 
e in Albuquerque, Los Alamos, and Santa Fe and maybe Espan- 
ola. 

The office of children and youth last year asked each school dis- 
trict to submit model programs in substance use and abuse that 
they had in the public schools, and so I can provide you pretty 
much with a complete list at least from last year as to the pro- 
grams by school district that are ongoing in New Mexico for stu- 
dents. 

Senator Bingaman. I i?uess Arizona this last year adopted a 
State law which would essentially set up a school Chemical Abuse 
Prevention Program, providing funds for something along the lines 
that Cheryl described statewide for any school district. 

In your view, would that be a good step for us to take in this 
State? 

Mr. Blair. We took that step about 15 years ago. Senator. The 
typical growth in school health education is that first of all a State 
has to recognize that health education is a legitimate subject area. 
And before that happens — and this is nothing negative, this is the 
typical transition that has occurred from State to State to State. 
Typically, until the comprehensive approach is decided upon. 
States react to hot topics, if you will. 

One year the hot topic may be chemical use. The next year it 
might be nutrition, maybe its teenage pregnancy the next year, 
and so ultimately the States— and New Mexico has done that since 
about 1974, come to grips with the fact that you can't deal with 
health issues one at a time. You have to deal with the whole issue, 
if you will, the whole child, and to do that, you really need to take 
a comprehensive health education approach, still allowing districts 
to focus, if you will, in a particular area of health education, but 
also mandating that they do cover and deal with all issues of 
health education. 

Senator Bingaman. So you think that the type of— sort of fo- 
cused, statewide effort, that was described or that Arizona evident- 
ly just got into is really not the solution, the solution is a more 
comprehensive commitment to health education, is that your 

Mr. Blair. Yes, sir. 

Senator Bingaman [continuing]. Statement? 
Mr. Blair. Yes, sir. 

Senator Bingaman. And your testimony is essentially that we 
are doing this right now in our schools, that it's a requirement and 
that the schools are doing it, is that accurate? 

Mr. Blair. Yes, sir. I think we could all do a better job, but I 
think that it is happening to some degree out there at the present 
time. 

Senator Bingaman. I guess it's that to some degree that concerns 
me a little bit, because I pick up anedotally that it's not happening 
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to a great degree a lot of places. That it's a requirement that is 
somewhat overlooked by school boards and is given a low priority 
Hi many school districts. Is that a fair statement? 

Mr. Blair. That's a fair statement. I struggle with that every 
day. In New Mexico, as I mentioned, health education is a program 
requirement of all school districts, K-12. 

We have eight other programs that are mandated to be taught, 
K-12, in the State of New Mexico. One of the great things, and yet 
one of the difficult things about local autonomy is that the school 
districts can decide how much emphasis to place in each of those 
required program areas. 

And as the health advocate for the State department of educa- 
tion, I would have to say that health education is not always the 
highest priority in the instructional or support services programs 

Senator Bingaman. OK. 

Mr. Blair. In my view. 

Senator Bingaman. OK. 

Mr. Blair. Now, one way to get across and I think to solve that, 

II you don t mind if I pursue that just a bit 

Senator Bingaman. Go right ahead. 

Mr. Blair. We have eight or nine programs that are required, all 
of those programs have a graduation requirement for students to 
leave the high school with the exception of health education and 
coniputer literacy. If the State board of education was to increase 
paduation requirements for the State of New Mexico and require 
health education either as a one-semester or a 1-year course or 
something for all students to pass, then I think that this would 
Degm to get the attention of some of the school administrators who 
may have held it as a little bit of a lower priority in their scale at 
this point, even though they feel they're addressing it to some 
point. 

Again, that always kind of gets back to the evaluation, too, be- 
cause we re not quite at this point able to evaluate, and the school 
people really are not able to evaluate the effectiveness of the 
health education program that they have, and so they can just say, 
well, we think we have enough, but we really don't know. 

Senator Bingaman. Of the 22 Indian school districts that you've 
reterred to in your testimony, is there a— is there any effort that 
you know of by those school districts to get together and compare 
what they re doing to handle the health problems that may be pe^ 
culiar to the Indian student? 

Mr. Blair. I've been working for the State department of educa- 
tion for 4 years. To my knowledge, the 22 school districts in New 
Mexico have never gotten together to talk strictly about the health 
issues, education services, et cetera, of the native American stu- 
dents in their districts. 

I think that would be an excellent suggestion. I think we need to 
do that, because to my knowledge, we have not done that in the 
past. 

Another oroblem that we face, obviously trying to keep track of 
88 school districts and programs K-12, and in my case with one 
person doing that, it begins to be a bit of a load, we have not really 
either had an excessive interchange, we've had some, with some of 
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the Indian educators, either in pueblos or in some of the other 
tribes, that sort of thing. 

We need to do more of that, and at this point we have not done 
that. We would be happy to meet with the Indian Health Service 
people, the BIA Department of Education people. We have met 
with the Navajo Nation educators and a few others, as mentioned 
in my testimony, but in terms of a real high level meeting, either 
with the — strictly the department of education. State of New 
Mexico, vdth the 22 districts or with some of the Federal agencies 
with education, we really haven't done that, to my knowledge, to 
much of an extent. 

Senator Bingaman. OK, let me ask — ^just a second. Mr. Johnson, 
let me ask you, if I could, just a couple of questions as well. Your 
testimony is similar to Dr. felair's, in that you're saying, as I under- 
stand it, that there is a requirement that the BIA schools teach 
health education, and that is happening to some extent? 

Mr. Johnson. Yes, sir. 

Senator Bingaman. Is the same problem present in the BIA 
schools that I tried to describe in the public schools, that is, that in 
many cases it's not being given any priority and it's not being done 
well? 

Mr. Johnson. Well, as I stated, Senator Bingaman, in my pre- 
pared testimony, the decision concerning health education and 
drug alcohol abuse programs is to some extent a local decision, and 
in some areas I think it would be fair to say that more emphasis is 
given than in others. 

Senator Bingaman. Why is it a local decision. I mean, I can un- 
derstand in the case of the State that you've got all these locally 
elected boards of education. In the case of the BIA, it would strike 
me that you would have an ability to somewhat mandate the cur- 
riculum in the BIA schools to a greater extent than maybe the 
State can get away with. 

Mr. Johnson. Senator, with the advent of Public Law 95-56, the 
law on Indian education provided the local boards with more au- 
thority in the area of policymaking and in the area of curriculum, 
and that is why Tm referring to that as a local 

Senator Bingaman. Before that law went into effect, was there a 
better job being done of health education in BIA schools than there 
is today, is that what you're suggesting? 

Mr. Johnson. No, sir; I'm not suggesting that. I'm just saving 
that the programs do vary because of the local decision on where 
the emphasis is going to be. All schools, however, do have health 
programs. All schools do have an Alcohol and Drug Abuse Pro- 
gram. The extent is somewhat limited. I'm not saying that the re- 
sponsibility lies with the school boards. Some of it is the fact that 
there are curriculum development problems, that is, in the develop- 
ment of curriculum suitable for the grade levels we have. 

Senator Bingaman. You don't have the teaching materials that 
you need in order to pursue the course, is that what you're saying? 

Mr. Johnson. At this point, we don't have a single curriculum 
across the schools, that's correct. 

Senator Bingaman. What would the Congress have to do, if the 
Congress were to decide — and I'm not suggesting they would, be- 
cause they're 535 there in Congress, but if Congress were to decide 
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that because of the health problems of the Indian people in this 
country, that a particular priority needed to be given to health 
education in BIA schools, and that we would no longer want to 
leave this to local discretion, and we basically want to ensure that 
a certain minimal amount of instruction is given in BIA schools, 
what would we have to do to get that implemented? 

Mr. Johnson. I don't think I can answer that, sir. 

Mr. Blair. Senator, excuse me 

Senator Bingaman. Yes; go right ahead. 

Mr. Blair [continuing]. Something that we do in the State De- 
partment of Education which might be applicable to the problem 
that you just brought up is this: In many cases, the teachers who 
are teaching in the schools in New Mexico, at least, are not trained 
in health education, particularly at the elementary school level. AH 
of the teachers who are teaching elementary school have gone 
through teacher education programs at a number of universities. 

The great m^ority of universities in New Mexico, and I think 
throughout the United States, do not require elementary education 
teachers to take a methods course or a materials course, if you will, 
in how to teach health education in the elementary schools. 

And so all these people have been trained and are out in the 
field teaching at the elementary level, and a great number do not 
have a real background in how to teach health education. 

They know how to teach, and they know how to teach most of 
what other people consider the core courses, like language arts, 
math, science and that sort of thing, but they're really not trained 
to teach health education. 

Now, there is a philosophical judgment, I think, that can be 
made to assist teachers with lack of training, and I think a number 
of public school teachers have that lack of training. 

Currently, there are a number of programs of health education 
that have been developed by local educational agencies, educational 
research agencies and various health foundations that provide 
health instruction, K-12, in what we might call a canned program, 
and again that's not in the negative sense. 

Many of these programs are K-12, some are K-6, some jump in 
for only grades four, five or six or something like that. 

Very specifically, three come to mind. There is a program with 
the American Health Foundation out of New York City called 
Know your Body, which is a K-8 health education program. 

The Center for Health Education developed and is implementing 
throughout the United States a school health education project, 
which is a K~8 health education program, which is a canned pro- 
gram, so in order for a district or a teacher to implement that pro- 
gram, they go through anywhere from a two, three days through a 
week-long training session. 

And then they have a program of health education to implement 
into their school. Now, obviously a single health education program 
niay not meet the needs of every school district, because each is a 
little bit different. But on the other hand, it's a real positive ap- 
proach because the health needs of almost every child to some 
point are the same. 

And obviously with that bit of training, then the teachers would 
be able to be creative and adapt what they have learned through 
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this short program, if you will, be able to adapt it to then totally 
meet the needs of their district or their school, and it works. 
And there is data to support those and other programs just like 

it. 

Senator Bingaman. Let me just ask a sort of final question for 
any of you here. I think. Bill, you said that the No. 1 priority in 
the State health plan is to decrease the number of violent deaths? 

Mr. Blair. Yes, sir. 

Senator Bingaman. And the statistics weVe heard today indicate 
that the highest concentration of violent deaths is in the Indian 
community in this State by far. 

Mr. Blair. Um-huh. 

Senator Bingaman. And the other evidence that weVe heard 
weVe heard is that the most effect can be had by concentrating on 
the youth within that sector. 

Mr. Blair. Um-huh. 

Senator Bingaman. In order to deal with it. If the No. 1 priority 
of the State health plan is to decrease the number of violent 
deaths, what are we doing to instruct Indian children in ways that 
would reduce the incidence of violent deaths in the Indian commu- 
nity down the road? Do we have a program that singled out this 
group for a special intensive effort in order to reach this— or deal 
with this No. 1 priority? 

Mr. Blair. On a statewide basis, we do not have a program that 
is set up to exactly do that. Within the competencies of health edu- 
cation, the document I referred to a minute ago, there is a section 
on injury control and first aid, and that gets at safety, accident pre- 
vention, et cetera, et cetera, and that obviously should be a part of 
some of the other sections in there dealing with substance abuse 
and that sort of thing. 

But except for the student competencies, the planned progretm 
approach, Tm not aware of a prograun that we have outlined to 
date which focuses on that most serious problem in the Indian dis- 
tricts in New Mexico. 

Senator Bingaman. OK; let me ask Mr. Johnson. How many 
children do we have in the BIA schools in New Mexico, do you 
have an estimate? 

Mr. Johnson. No sir, I don*t have those figures. I can get them 
for you, and I would be happy to provide them. 

Senator Bingaman. Td appreciate if you could sort of break it 
down by grade. That would be very useful. 

Mr. Johnson. Are you talking about BIA schools, or the entire 
Indian population? That's— there's two different segments here. I 
have— for example, in my agency, two schools in New Mexico, and 
other schools in Arizona. I can get you the BIA figures for New 
Mexico schools. 
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Senator Bingaman. That's really what I was looking for. 
Mr. Johnson. I will provide those for you, sir. 
Senator Bingaman. All right, thank you both very much. Appre- 
ciate your testimony. 
Mr. Blair. Thank you. 

[At Senator Bingaman's request for additional information, the 
followmg letter, dated September 30, 1985, was received from Ms 
Nancy Garrett, Deputy Director, Office of Indian Education Pro- 
grams:] 
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United States Department of the Interior 



BUREAU OF INDIAN AFFAIRS 
WASHINGTON, D.C. 20245 



iiepLY iitF£ii to: 



Education - Code 501 



SEP 30 t9es 



Honorable Dennis DeConcini 

Select Committee on Indian Affairs 

Room SH-838 

Senate Hart Office Building 
Washington, D. C. 20510 

Dear Senator DeConcini: 

Mr. Charles E. Johnson, Bureau of Indian Affairs Agency Superintendent for 
Education at Fort Defiance, reprsssnted the Department of the Interior in a 
public hearing which you chaired. During Mr. Johnson's testimony on Senate 
Bill 400, the Indian Health Promotion and Disease Prevrntion Act of 1985, 
Senator 3eff Bingaman requested, for the record, a breakdown by grade of the 
number of Indian children in BIA schools in New Mexico. The enclosed infor- 
mation on school /sar 1984-85 is provided for inclusion in the hearing record 
Student enrollment data for the current school year is not available at this 
time. 

If further information is required, you may contact my office on 343-2123. 



Sincerely, 




fsputy Director, Office of Indian 
Education Programs 



Enclosure 
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FY 1985 Student Count 
of Indians in BIA Schools in 
New Mexico 



Total 

Number of Enrollment by Grades 



Students 




1-3 


4-8 


9-12 


Pine Hill Schools 


38 i 


36 


97 


142 


108 


Santa Fe Indian School 


457 






1 27 




Sky City Community School 


323 


54 


1 23 


145 




Isleta Elementary School 


243 


54 


114 


75 




Jemer Day School 


176 


29 


86 


61 




San Felipe Day School 


295 


35 


131 


1 29 




Zia Day School 


97 


16 


40 


41 




Laguna Elementary School 


465 


85 


209 


1 71 




San Ildefonao Day School 


31 


9 


17 


5 




San Juan Day School 


85 


17 


37 


31 




Santa Clara Day School 


100 


26 


36 


JO 




TaoB Day School 


122 


18 


49 


55 




Tesuque Day School 


29 


2 


14 


13 




Beclabito Day School 


95 


23 


58 


14 




Cove Day School 


83 


14 


33 


36 




Nenahnezad Boarding Schl 


455 


106 


215 


134 




Sanostee Day School 


88 


42 


46 






Toadlena Boarding School 


375 


43 


130 


202 




Shiprock Alternate High 












School 


107 








107 


Navajo His^ ion Academy 


216 








216 


Charles Renk Elementary 


38 


38 








Baca Community School 


81 


45 


36 






Dibe Yazhi Habitiin Olta 


175 


33 


68 


74 




Bread Springs Day School 
Chi-Ch*il Tah Community 


92 


25 


67 






133 


30 


81 


22 




Jones Ranch Day School 
Lake Valley Navajo School 


54 


14 


34 


5 




118 


12 


39 


67 


- 


Mariano Lake Community 


161 


37 


98 


26 




Ojo Encino Day School 


158 


30 


80 


48 




Pueblo Pintado Community 


204 


29 


72 


103 




Standing Rock Community 


56 


22 


34 






Dlo'Ay Azhi Community 
Na'Neelzhiin Ji* Olta* 


127 


20 


64 


43 




312 


50 


116 


146 




Wingate Elementary School 


572 




168 


404 




Wingate High School 


89B 








898 


Crownpoint Community Schl 


581 


57 


200 


324 




Dzilth-na-o-dith-hle 












Community School 


359 


28 


112 


219 




To'Hajiilee-He 


252 


26 


74 


86 


66 


Alamo Navajo School 


285 


34 


87 


124 


40 


Chuska/Tohatchi Consoli- 








dated School 


648 


37 


224 


387 




Crystal Boarding School 


174 


43 


79 


52 





9,703 1,219 3,168 3,550 1,766 



In addition, the Bureau operates five (5) peripheral dormitories in New Mexi 
to house Indian children attending public schools. 



Total 
Number of 
Students 



Jicarilla Dormitory 36 

Aztec Dormitory 109 

Shiprock Dormitory 76 

Huerfano Dormitory 129 

Magdalene Dormitory 148 



Enrollment by Grades 



K I^I 4^ 9-12 

11 10 15 

109 

2 7 67 

46 60 23 

13 39 96 
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Senator Bingaman. The final panel we're going to have is on 
Indian health boards and urban clinics, and we have five people 
here who are on the panel— oh, we have six— oh, just those three? 
OK, we just have three people. Francisca Hernandez, Ona Porter 
and Ken Reid are the three there, and then I gather we do have 
some additional witnesses who come after that panel, is that right? 
OK, so if you're still expecting to testify, you don't need to run off. 
We'll still give you a chance. 

If you folks would go ahead and identify yourselves and tell us 
what we need to know today. We appreciate your being here very 
much. 

STATEMENT OF FRANCISCA HERNANDEZ, EXECUTIVE DIRECTOR, 
AND ONA LARA PORTER, DIRECTOR, PLANNING AND COMMUNI- 
TY DEVELOPMENT, BOTH OF THE ALBUQUERQUE AREA 
INDIAN HEALTH BOARD, ALBUQUERQUE, NM 

Ms. Hernandez. Thank you. We appreciate the opportunity to be 
here also. My name is Francisca Hernandez and this is Ona Porter, 
and actually we are doing the same testimony together. 

Senator Bingaman. OK. 

Ms. Hernandez. We want to be more effective by sharing it. Let 
me give you a copy of it, because we will be making reference to 
some charts. That will help you understand. 

Senator Bingaman. Thank you. 

Ms. Hernandez. The first thing is that we feel very excited, that 
there is this specific legislation for health promotion and disease 
prevention. We're very excited about that. 

There's a tremendous need for it. And that's one of the key — to 
change things around, because this Nation talks a lot about pre- 
vention, but there has never been a real legislative effort of doing 
something about it. 

The other thing that I want to mention very quickly before we go 
into the body of our testimony is that our view of health is very 
different from that of most people's. We look at health in a very 
comprehensive way. We look at health in a wholistic fashion, with 
a double * V in front, meaning that health is anything that affects 
the well-being of people. 

Therefore, your physical health depends on your mental and 
emotional health, which together form the spiritual well-being that 
you have. 

Your well being depends on your socioeconomic condition and 
your socioeconomic condition depends on how much power you 
have in the society that you live in. 

In our efforts working with the communities that we represent, 
mainly the non-pueblo communities in the Albuquerque area, plus 
the urban populations of Albuquerque and Denver, we have discov- 
ered that the piecemeal approaches are not going to cut it. 

We can work with the schools in isolation, and that's not going 
to cut it. We can work with economic development alone, and 
that's not going to cut it. We need to take a much more compre- 
hensive effort if we are going to make any difference. 

Ona will interrupt at times, so that we don't leave things out. 
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The solution that we have found is what we are calling a commu- 
nity health model svstem. This is an interconnected approach to 
the root causes of the pathologies the communities are facing. If 
you look at illustration B in the testimony that I gave you, it is a 
chart about what a community health model looks like. 

And at the center of it, it has the health promotion and diaease 
prevention as a goal for the entire community. 

And then around it, the different components of it, starting with 
primary health care to communications, roads, media or the orga- 
nizations in the community; the educational system, including 
schools, literacy for people, and so on. 

One important issue to recognize is that while everybody is talk- 
ing about education, the illiteracy rate among many people is enor- 
mous. There are many people who do not know how to read and 
write. 

Even those who know how to read and write don't have enough 
social literacy to function capably in the world they live in. So 
we're talking about information that for you and I is verv logical, 
but for somebody that doesn't have the level of literacy that it re- 
quires to use it effectively, it's not logical at all. 

We're also talking about including community education — con- 
tinuing education for those people who are already professionals or 
trained workers and community education as a whole. 

We need to reorient other social services, including legal, cultur- 
al and spiritual, when I speak of spiritual issues not talking 
about religious services, but the things that make people feel good 
inside, what allows them to be creative, contributive and healthy. 

We need industry free of toxic substances, agriculture that can 
produce a food base, land protection, water quality and so forth. 

These are the different areas that must come together in order to 
really work towards the health of people. The outside of our model 
reflects the community involvement at the grassroot level, and 
communication with entities and communities outside the local 
boundaries. The knowledge from people inside the community is 
important but there is a lot of expertise outside that they need to 
utilize. 

Utilization of community wisdom and expertise along with tech- 
nical assistance and external resources from outside will give them 
a solid base for development. 

We emphasize in our testimony the importance of incorporating 
elderly people, these are the people who have the traditional things 
that really bring a lot of stability to cultures and societies that are 
in turmoil because of the vast social and technological changes that 
they are facing. 

We need to capitalize on all the above and specifically in terms 
of education and— or health promotion. I think we need to capital- 
ize on untapped resources such as women who traditionally have 
served the role, of healers and nurturers together with expertise 
that they have today in terms of technological knowledge. Women 
h-tve become very effective in both, the traditional and the modern 
ways. 

Because they are still in charge mostly of the health care of chil- 
dren, family planning and the wellness of their household, they are 
a tremendous resource for the community to capitalize on. 
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Women's groups working together in this area offer a great poten- 
tial for health promotion. 

Community resources are also important in terms space and 
labor, materials, capital and in kind services, both economic and 
social. 

Federal, State, corporate, and other resources can be pooled to- 
gether to really achieve the socioeconomic development that they 
need. 

The communities themselves should administer and manage this 
model or this effort. They need a lot of external advice and manag- 
ing resources, because the dynamics of socioeconomic life are 
changing constantly in our society. 

This requires a tremendous political commitment, not only from 
Congress, but from the State and from the tribal communities as 
well. 

Besides the legislation a very strong national health policy that 
is supported by the local health policies, is needed. You re already 
taking a step vdth the legislation. Others must work on the poli- 
cies. 

One of the things that; I want to mention quickly is that to make 
health and wellness the individual and collective goal requires that 
we look at the quality of life, of people. That is really what we're 
looking for. 

EJssentially to do that, v/e're talking about things that other 
people are disregarding. For instance, how we invest. If we invested 
in wellness what we have invested in illness, we could prevent not 
only diabetes, as somebody was saying this morning, but we could 
prevent practically anything. 

We also need to clearly define the difference between prevention 
and early identification of a condition that is already there. 

And many people are confusing these two approaches. When you 
are identifying something early, that something is already there. 
When we're talking about preventing something, we are referring 
to what is not yet a problem. 

Ms. Porter. Another chart that we would like to refer you to, 
Senator, is this model which shows essentially the system that we 
propose, which means putting wellness at the center of communi- 
ties, wellness as our goal. 

And for us, wellness means pride and self-esteem, productivity 
and strength for the entire community. And in order to — in order 
to achieve that, it has to be the filter through which every decision 
is made. 

If we're not making our decisions that way, then we have horren- 
dous circumstances to overcome in onr futures. And some of those 
that have already happened on Indian reservations and really in 
the larger society, is we continue to build housing and assign resi- 
dents to it without regard to their clan relationships, without any 
provision for the maintenance of the former way of life that the 
residents are bringing with them, or without considering *he 
family supports that they are leaving behind and nothing to re- 
place them. 

We continue to divide— build roads that divide and isolate differ- 
ent community segments. We continue to build schools that in no 
way address our reality or our needs. We develop enterprises that 
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add badly needed dollars to tribal coffers, but simultaneously 
create environments of decadence. 

We also exploit resources that destroy the very essence of our 
lives, which is essentially clean ai*', clean water, and fertile lands. 
And we have done all of that by having economic power as the 
center of our need and of our decisionmaking. 

We would like to refer to you what happens just in one segment 
when a community decides to take this approach, a wellness ap- 
proach, and develop their economic resources with wellness in 
mind. 

And there — where we have shown you the philosophical view of 
a community that has taken this approach on economic develop- 
ment. And it clearly states that the people of this community will 
not pollute our air, destroy our land, deplete or endanger our water 
supply, promote corruption, erode our culture, hurt our youth, en- 
courage dependency or alcoholism, or weaken our people s position 
or status. 

And they have also stated what it is that they will promote, 
social and economic stability and security, sobriety for our people, 
the development of capable young people, individual and collective 
responsibility, personal growth and development, the inner-depend- 
ence of our people, and pride in our cultural heritage. 

In every aspect of the proposed system, we must do the same 
thing. And this book represents for the community that we're 
speaking of here how they have done that in each one of the areas 
that is represented here, departing with this philosophical state- 
ment. 

Now, it may seem absurd to say we need a philosophical state- 
ment and that folks in the community can come up with that. It is 
done through a very simple dialog process that goes on for quite a 
long time, which clarifies for the people what they believe and 
what they want. 

Once a document like this is prepared and agreed to by the com- 
munity, the means and the ability to make decisions become very 
clear. 

Ms. Hernandez. I want to say that so far the effort Indian 
Health Service is making is basically a medical model. And in the 
medical model, resources are allocated for illness and poverty. 

In the community health model, the resources are allocated for 
wellness and prosperity. I believe that at this point we don't even 
need to have increases to the budget we already have in order to 
modify the model by which we provide services. With the same 
budget we have, we could implement a community health model 
system. 

In the community health model system, we face problems of ac- 
cessibility, whether it's geographic, financial, or functional, func- 
tional thinking of management or leadership. These can be correct- 
ed by reorienting our goals. 

With the community health model system we have a more effec- 
tive utilization of inside and outside resources. Budgetary alloca- 
tions are given simultaneously with responsibility and authority to 
make internal decisions. 

With this brief information, we conclude our testimony. 



288 



284 



Senator Bingaman. That's fine. We appreciate your testimony 
very much. 

[The joint prepared statement of Ms. Hernandez and Ms. Porter 
follows. Text resumes on p. 291.] 

Prepared Statement op Francisca Hernandez and Ona Lara Porter op the Al- 
buquerque Area Indian Health Board, on Behalp op the Tribes and Commu- 
nities Represented Therein 

We represent the Albuquerque Area Indian Health Board, Inc., and are here to 
testify on behalf of the tribes and communities represented therein; the Jicarilla 
Apache Tribe, Mescalsro Apache Tribe, Alamo Navajo Chapter, Canoncito Band of 
Navajos, Ramab Navajo Community Chapter, Southern Ute Tribe, Ute Mountain 
Ute Tribe, and off-reservation populations within the Denver and Albuquerque met- 
ropolitan areas. 

Prevention concepts have long held the interest of tribal planners and service pro- 
viders as well as the Indian Health Service, local and national advisory boards and 
people in general. An underlying interest in community health model systems has 
been somewhat confused with the public health care systems. 

The main goal of a community health model system is to achieve the mental, 
physical, emotional and socioeconomic well-being that allows individuals the state 
of wellness, strength and productivity required to improve the quality of life. With 
wellness as the focus, the developmental process becomes an integrated effort be- 
tween the health systems, the social and economic sectors and individuals' self reli- 
ance. The first step in this endeavor is to address the need to create a sense of com- 
munity among the me'nbers of the tribe. This must be achieved before a develop- 
mental model can be successful. Any plans or implementation of services within the 
goal of development require that both plans and implementation evolve or emerge 
from the socio-economic conditions and the social values of the group that make up 
the community. Only then can one incorporate the promotion of health and the pre- 
vention of illness as integral components of overall health development. 

Right now health care systems, whether for prevention or for curative efforts, are 
devised outside of the mainstream of the socio-economic reality. To have an effective 
health promotion or disease prevention effort the goals must be determined by the 
larger social goals and those can only be attained by social and economic means. 

Experience has showp that, whether we are speaiking of underdeveloped commu- 
nities in third world countries or in the United States, to have an effective health 
policy it is necessary to allocate resources to people on the social periphery in order 
to satisfy their basic needs first. Only then can the overall improvement in the com- 
munity health situation can be accomplished. How can we achieve economic devel- 
opment, food production, adequate and safe water, sanitation, housing, environmen- 
tal protection and education in a way that coordinates with other sectors to create a 
healthy community? Strong political support, both at the national and community 
level, reinforced by a firm national strategy and strong legislation forms the power 
base for an approach of this kind. There will be opposition because many economic 
planners and groups believe that economic growth alone will bring the solution to 
health problems, just like many health planners believe that isolated and specific 
issues such as family planning will bring the solution. Economic development alone 
or family planning alone can bring improvements in health but on a limited scale. 
A more comprehensive and integrated approach is necessary. An approach of this 
sort will include all the other specific issues such as nutrition and control of hyper- 
tension but within a larger picture or model. 

The integration of physical, mental and emotional health with the socio-economic 
development of the community encompasses not only the building of an infrastruc- 
ture where one is not available and incentive for community enterprises, but also 
the development of a strong school system, effective leadership, stable administra- 
tion and familiar patterns, cultural activities, religious organizations, the perform- 
ance of the arts, recreation, the effectiveness of a judicial system and the expansion 
of knowledge and technologies. (See illustration A of ''A Community Health Model 
System".) 

When considered from this wholistic understanding, health expenditures can only 
be seen as a mandatory investment in the economic and social development of the 
community and of this nation. Development implies progressive improvements in 
the living conditions and the quality of life enjoyed by society and shared by its 
members. Economic development is necessary to achieve most social goals and social 
development is necessary to achieve economic goals. Only when they have an ac- 
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ceptable level of health can individuals, families and communities enjoy the other 
benefits of life, and in turn become active in the production of life benefits. There- 
fore, any distinction between economic, social and health development is not tena- 
ble. 

There is an incorrect assumption which pervades current health policy that says 
we need to find the cheapest form of medical care for the poor with a bare mini- 
mum of financial and technical support. Thus, it is truly inspiring that our senator 
from New Mexico is interested in investing energy and resources in a more qualita- 
tive approach to the health of Indian people. His political intervention is a gigantic 
step in overcoming this attitude because only this type of intervention coupled with 
forceful explanations of the real purpose and scope of health promotion can begin to 
turn the wheels of the pathological web that we face in underdeveloped communi- 
ties. Political commitment requires a reorientation of national health strategies. 
This includes a transferror reallocation of other socio-economic resources. 

Health is not only the right of everyone but the responsibility of everyone as well. 
Therefore, community participation in which individual families assume responsibil- 
ity for their own efforts at a more qualitative health and welfare and for that of the 
community as well is of utmost importance. But in order to achieve this level of 
consciousness, the people need a sense of community, education, and the feeling of 
nope and excitment about a more prosperous future. Involving the community in 
t.ie educational process of planning to address their needs is more than just calling 
them for meetings. It requires a true grass roots mobilization. Training is necessary 
as a continuous process by which individuals and families are incorporated into the 
development team under the direction of a capable leader. The need for technical 
guidance and supervision that is intended to achieve growth in the individuals and 
not as an exercise in power also must be acknowledged. 

Accessibility is an important issue that must be undei-stood and addressed on sev- 
eral levels. Simple country roads that are kept on a regular basis is a relatively in- 
expensive means of bringing people together. Financial accessibility which is cre- 
ated through the organization of credit unions, is also a simple but valuable way to 
meet both personal and community needs. Functional accessibility can be achieved 
through proper management and leadership that does not lose sense of what the 
overall picture is. In some communities the situation is more complex. Often a phil- 
osophical reorientation is necessary before any kind of change can begin to take 
torm We have communities with well established infrastructures that are highly 
developed economically yet the pathologies are the same as in the poorest communi- 
^^uan^n^J^^' 1"°^ Uncommon to have those more advanced in economics still 
with 60-70% unemployment, with alcoholism impacting 100% of the population di- 
rectly or indirectly and with a level of school performance far below the national 
average. Ihus, accessibility is not only important in terms of quantity but of quality 



Some kind of agricultural policy is also necessary. The production of food by fami- 
lies tor their own consumption would insure that the quality and variety of food 
available would improve substantially. This is a significant way of improving the 
nutritional status of the people. In some cases patterns of agriculture must change 
to adapt to the ecological and social reality of today. The study on hunger done by 
the Harvard University School of Public Health demonstrated that hunger and mal- 
nutrition are a reality for Indian people in proportions unacceptable to the econom- 
ic status of this country. Accessibility to fresh foods, fruits, vegetables and other 
necessary staples is one of the main problems. Much of this situation can be ad- 
dressed through agricultural initiatives which include local production, preserving, 
processing and exchange. &. 

Indigenous health practitioners can become important allies in organizing efforts 
to improve the health of the community in this wholistic fashion. Women's organi- 
zations should be encouraged. Traditionally, women have been central to the promo- 
tion ot health for their families. This makes them a key group in the health promo- 
tion effort. 1 hey can deal with the issues of nutrition, child care, sanitation, child 
rearing and family planning as well as with the overall socio-economic reality, 
loday women have the advantage of being versatile in both worlds 

Careful screening of the type of industrial activities that are permitted in the 
communities can prevent greater health hazards or risks. Avoiding water and air 
pollution, toxic chemicals and other conditions that could be detrimental to the 
overall environment and health of the community is fundamental to the concept of 
disease prevention. It is ridiculous to try to prevent cancer in an area where urani- 
um mining has contaminated the land, the water supply and all other resources as 
well. 
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Housing that is properly adapted to the local ecological circumstances has a sig- 
nificant effect on health as well as on socioeconomic well-being. In parts of our 
sunny and clay-rich southwest, solar adobe construction could be much less expen- 
sive, more attractive, and energy saving, longer lasting, and less in conflict with tra- 
ditional life styles than what HIJD has practiced for years in the building of houses 
on the reservations. Solar adobe structures are easier to keep clean and have a 
lower maintenance cost. By community members providing in kind resources in 
terms of labor and building materials for the construction of homes and other facili- 
ties the cost to the government would be significantly reduced and the sense of own- 
ership which is essential to appropriate use and up keep is accomplished. 

Budgetary allocations need to be accompanied by the simultaneous delegation of 
responsibility and authority. Communities should be given a certain financial ceil- 
ing and the responsibility to use that money in addition to their own in kind or in 
cash resources to develop what they have planned and budgeted for. Managerial 
control should come from the community with technical guidance from other levels 
of expertise. To evaluate we must measure relevance, progress, efficiency, effective- 
ness, and impact — not merely cost effectiveness. 

The cost effectiveness of the community health model, as opposed to the currently 
practiced medical model, can be inferred from various points. First, it is an integrat- 
ed approach which focuses all available resources on a common goal. Second, it has 
individual and community self-reliance as a primary premise which implies the as- 
sumption of a greater responsibility for individual and collective wellness with the 
passage of time. Third, it invests heavily in prevention and health promotion which 
also, over time, will reduce the health risks in a given population and the demand 
for expensive clinical services. 

On the other hani, in the strictly medical model, as proposed by the present ad- 
ministration, resources are allocated for illnesses which have reached crisis levels. 
With no means to address the health status of a population, this approach can only 
become increasingly costly and less effective. (See illustration B and C, "Medical 
Model Costs", and "Community Health Model Costs", respectively.) 

Because the community health model, not only provides specialized curative serv- 
ices, but also supports activities that promote health and prevent disease while inte- 
grating the major social and economic sectors, the productivity of people increases, 
the demand for quality education is greater, the expectations of people are raised, 
and their job and enterprising incentives are enhanced. But, this process takes more 
than a year to be accomplished. It demands stability and security in policy, practice 
and funding criterion. 

In summary: (1) Legislation would be required to facilitate this kind of social de- 
velopment effort; (2) The development of a national policy conducive to this ap- 
proach is also necessary; (3) Unequivocal political commitment form both Congress 
and the tribal communities is a must; (4) Community involvement is essential; (5) 
Administrative reform will be required in many instances; (6) Financial alterations 
which include the allocation of resources, pooling of resources between the Federal 
Government, the State, the tribes and the attraction of investors must be addressed; 
(7) A plan of action that will include a time line, resources, required and clearly 
defined roles and responsibilities must be created; (8) A clearly defined path of 
where the plan of action is leading which includes programs, design, processes and 
mechanisms to accomplish them, appropriate technology reorientation of existing 
programs, guidelines, support from other sectors, monitoring and evaluation also 
must be created; (9) Regional strategies for the purposes of information exchange, 
technical cooperation, networking, research and use of national and local expertise 
need to be employed. , . , .„ 

The idea of a demonstration project under the direction of a multi-skill pool of 
resources such as a university is a good one. Most communities are reluctant to take 
risks by themselves but under the security of a body of knowledge such as a univer- 
sity offers, they would be more open to change. Communities also prefer to see a 
model that has worked out its kinks and growing difficulties that they can adapt to 
their needs and resources. 

Primary health care as a functional part of this understanding will address effec- 
tively and efficiently the issues under the disease prevention category as outlined in 
the Senate Bill 400, immunizations, control of high blood pressure, control of sexual- 
ly transmittable diseases, family planning, pregnancy and infant care, control of 
toxic agents, occupational saiety and health, control of accidental injuries, fluorida- 
tion of water and control of infectious agents. 

In terms of the health promotion issues, a community development approach of 
this scope will certainly reduce many of the existing stresses the people face today 
and will enable people to better cope with the new stresses that will emerge. Stress 
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is always present. It is our ability to cope with it, reduce it or resolve it that 
changes. A general reduction in the use of alcohol and drug abuse will only take 
place within this Qocio-economic development approach because alcoholism besides 
being a disease, is also a symptom of a bigger malaise called powerlessness, hope- 
lessness and a lack of skills to affect and control our personal circumstances. 

In order to improve nutrition, people need the means to acquire a better quality 
and variety of food and the education to pass the judgment that will allow them to 
make better selections from what is available. Both of these requirements are socio- 
economic in essence and logistics. Cessation of smoking and improvement of physi- 
cal fitness are easier to incorporate in the proposed socio-economic environment 
than just trying to convince people to do something they have little understanding 
of. 

To truly have development, we must depart from the perceptions people have and 
their personal and group experiences. This is then put together within the historical 
and cultural context people have created. The problems are posed and an intercon- 
nected approach in the form of action plan and strategy follows. It is important to 
do this interconnectedly because in the development process and the problem solv- 
ing experience perceptions, experiences and culture change. This is the most secure 
means to insure that the Indian communities regenerate themselves within the na- 
tional socio-economic context through genuine development and social collaboration. 

Strategies can be developed to create this model within the existing resources pro- 
vided by the Federal Government through Indian Health Service and Bureau of 
Indian Affairs. 
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r.EDlCAL MODEL 



.NEED. 

FONDiNG LEVEL. 



ABILITY TO 
ilEET NEED, 




1985 



1990 



ISLfP^^'^'- ^'^^^^ CRISIS OR ILLNESS ORIENTED AND RESTRICTS 
llcl\:^. PROVISION OF MEDICAL CARE. IT GIVES RISE TO 

f.^n.^^'"^^,^?^!^^ RESTRICT THEMSELVES TO MEDICAL CARE, EVEN THOUGH 
INDUSTRIALIZATION ANI' DELIBERATE ALTERATION OF THE ENVIRONMPHT 
ARE CREATING HEALTH t^ROBLEMS. WMOSE POTENTIAL CONTROL LIES PAR 
BEYOND THE SCOPE OF HEDICAL CARE, THUS, Ij IGNORES luP PRPVPWTiom 
OF DISEASE AND THE PROMOTION OF HEALTH AND IS c5sT^^AND IN^^ 
EFFECTIVE, SHORT FALL; IN THE MEDICAL HODEL^ IS EVER INCREASING 
WITH NO COMMUNITY MEANS TO MEET IT, INCREASING 

IN THIS MODEL: 

NEED INCREASES DUE TO INCREASED DISEASE AND INCREASED 
POPULATION. 

FUNDING LEVEL INCREASES WITH INFUTION, 

AEIUITY TO MEET NEED DECREASES WITH INCREASED DISEASE. 
. POPULATION, AND COST OF SERVICES. 



294 



ERIC 




290 

COM'vlNlTY HrjV-TH H3DEL 



J_U H.' Si RAT 1 ty< C 



HEED. 

FUNDING LEVEL, 

ABILITY TO 
MEET NlET ' 




19S3 



1930 



THF COMMUNITY HEALTH MODEL EMPHASIZES HEALTH Ah'D WELLNESS, AND 
VIEWS BOTH AG IKTEGRAL PARTS OF OVERALL ECONOMIC AND SOCJAL 
"development. WITH A HEALTH PREVENTION/PROMOTION FOCUS, DISEASE 
AND ILLNESS WILL DECREASE, WITH MAXIMUM COMMUNITY AND INDIVIDUAL 
SELF-RELIANCE AS A KEV ELEMENT, THE SHORT FALL WILL BECOME THE 
RESPONSIBILITY OF THE TRIBE AND COULD BE KW3E UP FORM PROPHAM 
SUPPLEMENTS. FROM STATE AND PRIVATE SOURCES. THIRD PARTY PAVMcNT 
COLLECTIONS, FEES FOR SERVICES FOR NOh-IMDlAN CLIENTS, AND OTHER 
SOURCES, 

IN THIS MODEL: 

NEED INCREASES IN RELATIONSHIP TO POPULATION GROWTH. 

FUNDING LEVEL INCREASES WITH INFLATION, 

ABILITY TO MEET NEED DECREASES IN RELATIONSHIP TO 
POPULATION INCREASE AND COST OF SERVICES INCREASE. 
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Senator Bingaman. We also have Ken Reid. Ken, would you go 
ahead with your testimony? 

STATEMENT OF KEN L. REID, EXECUTIVE DIRECTOR, ALBUQUER- 
QUE URBAN INDIAN HEALTH CLINIC, ALBUQUERQUE, NM 

Mr. Reid. Thank you. Senator, for allowing us to address some of 
the concerns regarding S. 400. 

I represent the Albuquerque Urban Indian Health Clinic, which 
is a private nonprofit urban Indian organization based in Albu- 
querque. 

The urban Indian population in Albuquerque has been identified 
at approximately 26,000 people, of which most are— or most of the 
people there in Albuquerque are a cross-section of all federally rec- 
ognized Indian tribes here in the United States. 

Senator, also in regards to my testimony this afternoon, I am 
also representing, and I have a copy of a testimony which the 
American Indian Care Association would like to have me leave in 
trust with you. 

And rather than address specifics in that regard, I would like to, 
just as a matter of record, leave it for the committee's review. 

It is basically the American Indian Health Care Association is in 
support of S. 400, and has also expressed a concern in regards to 
urban Indian organizations and programs being — or having access 
and services to health promotion and disease prevention kind of 
services. 

In general terms, American Indian Health Care Association has 
37 projects throughout the Nation, of which are primarily support- 
ed under title 5 of Public Law 94-437, the Indian Health Care Im- 
provement Act. 

In regards to the Albuquerque Urban Indian Health Clinic and 
the board of directors of which I am representing, we are in sup- 
port of S. 400, and have also expressed a concern regarding the in- 
clusion of urban Indians into the language of the bill. 

And regarding our testimony, I believe we address specific lines 
and language in that. Rather than address that this afternoon. Til 
go ahead and leave that in trust with you. 

I did, however, want to mention a couple of activities in regards 
to our clinical services that are being provided and how we coordi- 
nate some of the activities with the State and with the Indian 
Health Service. 

We are basically supported by Indian grant under title 5 under 
Public Law 94-437, which the fiscal year, it will end, of course, on 
September 30 of this year. 

In regards to the reauthorization of Public Law 94-437, or per- 
haps the consideration of S. 400, I believe urban Indian kinds of 
programs, prevention programs, screening programs, or providing 
some kind of interpretative services for patients or for Indian 
people who don*t understand the language, they have to commute 
into Albuquerque, and we will cease to exist in that regards. 

Indian Health Service basically in the Albuquerque area pro- 
vides limited health care to urban people. As an example, contract 
health services, if there are regulations in that regard which re- 
stricts services to urban Indians, if you leave your reservation, I be- 
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lieve it — and correct me if Fm wrong, Francisca, 180 days, once you 
leave your reservation, you lose your eligibility, if you do not reside 
on or near your Indian reservation. 

In regards to urban Indians, they travel from— it may be from 
Navajo, it may be Koiwa's from Oklahoma, may be from Taos 
Pueblo, who reside in Albuquerque and are deemed not eligible for 
contract health services. 

Because of that, it poses a great deal of problems, a financial 
burden basically on the families, the children, the individuals in re- 
gards to being able to pay for some of the medical care, which may 
be a need. 

Aside from that, they may be referred back to their tribe in 
order to seek that specialized care, but of course, you know, as it is, 
back in the 1950's, I believe, which is addressed in the American 
Indian Health Care Association testimony, there is a reallocation — 
or relocation, excuse me, plan with the Bureau of Indian Affairs 
which is established to help promote and relocate Indians to metro- 
politan areas to seek jobs, education, attend Indian schooling kind 
of things. 

And thereafter, I believe a lot of urban Indian people were being 
adjusted to the ways of life off the reservation. 

Once they get educated and find that they have to go back to the 
reservations, they find job employment is very minimal, they find 
quite a bit of problems in regards to education, of course, limited 
health care as well. 

And so as a result, I believe a lot of urban Indian people are sub- 
jected to a lot of barriers to health care at the present time. Sena- 
tor. 

Rather than continue on, Fd like to — if you have any questions 
in regards to our clinic, the type of services that we are providing, 
Fd be glad to entertain any questions this afternoon. 

Senator Bingaman. OK, let me thank you all. We are running 
behind about — nearly an hour now, and we've got four more wit- 
nesses, so I think FU just defer asking any questions and thank you 
all very much for the testimony. We'll include it all in the record, 
and if I can think of questions once I get a chance to review it all, I 
may write you at that point. 

Mr. Reid. ok. 

Senator Bingaman. Thank you very much. 
Mr. Reid. Thank you. Senator. 

[Mr. Reid submitted a letter of support on S. 400 from the Albu- 
querque Urban Indian Health Clinic, an enclosed summary 
of the bill, a prepared statement of the Albuquerque Urban Indian 
Health Clinic, and a prepared statement of the American Indian 
Health Care Association. Text resumes on p. 305.] 
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WUirm DoutWi Lm 
VJCE'CHmHAN 

$£CjTn£AS. 
W.W. Fraikr 

Luci T«p«i>onM 



Honorable Senator Jeff BingamAn 
United Statei SeiiACe 
502 Hart Building 
Waihington, D.C, 20510 

R«: Senaf Bill 400 

D^ar Senator Bingaman: 

On behalf of the Albuquerque Urban Indian Health Clinic, 
I appreciate your continued support you have afforded 
for our Urban Indian people which are representative of 
niost Indian Tribes throughout the Nation. 

The encloied summary has been developed which outlines 
specific concerns of S. 400 "Indian Health Promotion 
iind Disease Prevention Act of 1985," 

The Albuquerque Urban Indian Health 'Clinic, supports 
your efforcs and endorses the Bill which provides the 
highly needed service of health promotion and 
disease prevention services. Your highest considera- 
tion in securing some time for presenting our written 
testimony u highly appreciated. 

For the Albuquerque Urban Indian Health Clinic, I 
remain 



S^icey ely, 



Rev. 'William Douglas Lee 
C3iairman,i AUIHC Board of Directors 

ENG. 



AUIHC Board of Directors 
Files 



304 San Pabh S.E • Sui/r C • Albuquerque, New Mexico 87108 • (505) 262-2481 
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Sungnary Stateioent 
^ of Che ^ 
Albuquerque Urban Indian Health Clinic, Inc^ 
on 

S. 400 "Indian Health Proipotion and Disease Prevention Act of 1985 *' 

Mr. Chairman and Members of the Committee, we come before 
yoxx today to pre»ent teatijnony on some of the unmet, vital 
needs of the Albuquerque Urban Indian Community, The Urban Indian 
people who reside in The City of Albuquerque, County of Bernalillo, 
are unique lA their socio-economic, medical and health care needs 
as compared with our homeland reservations. The Urban Indian 
Community has been identified as coming from the Navajo, Pueblo, 
Kiowa, Commanche, Ute, Apache, Sioux, and from all other Tribes 
from throughout the United States. According to recent population 
statistics, Che Urban Indian Community has been idenclfled at 
26,000 people and is increasing at a constant rate. Despite the 
varied Tribal Traditions and Cultural Values chat our Urban 
Indian people represent, the health and medical problems are 
similar. 

Our written tea timony,^ addresses some major unmet needs 
and concerns, with regard to specific Issues as addressed in 
S. 400. This Bill has been long overdue, and we look forward to 
its passage by the United States of America Congress and 
signature of the President. 

Language of the Bill is inadequate in addressing the 
■iJiiy«n--inTll-*rr'ti*&'l-th---pr^yix/o-ci'Gn"^^^ -unmet needs , 

specifically: 

Sec. 2, (2); recommend "Urban Indian designated Agencies," 
become part of the coordinating efforts; 

Page 2 Line 5: recommend that Che word "should" be 
stricken and replaced with "shall"; and 
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*PAge 2, Line 6: reconnnend that the word "Indians," be 
Incluilve of "Urban Indians," 

*: Indian Health Services are limited to Urban Indian 

populations, thereby making it inaccessible 
to Urban Indiang, if the language is not 
clear and concise. 

Page 2, Line 11: recoraend thac the following become part 
of the priority health promotion, namely: 

CA) Dental Hygient 

CB) Wellness and Healthful Living 
CO Suicide Prevention 

i 

Page 3, Section 203: recommend that under Line 23, a 

subsection be added to read "(1). A special 
assessment of the health promotion and 
disease needs of Urban Indians and the degree 
of each of such needs," be Included. 



Note ; The accessibility and availability of health and 
medical services to Urban Indians are not defined. 
Most existing Urban Indian Health Programs as 
ours, have historically placed an emphasis in 
defining these barriers to health care. However, 
with limited resources, this becomes a never 
ending task. 

Page 4, Line 20 through 25; omits our Urban 

Indian Population; it is highly recommended 
that the language include Urban Indian 
Organizations . 

Other major concerns are further noted in our written 

testimony, with supportive appendices and statistics. This 

Summary is merely an introduction statement of our testimony. 

Your highest and favorable consideration for the presentation 

of our document is appreciated. 
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ALBll'^nKHQUE URBAN INDIAN CLINIC 
ON 
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June 1, 1985 
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Mr. Chairman and members of the Senate Select Committee on 
Indian Affairs, my name is Ken Reid, Executive Director of the 
Albuquerque Urban Indian Health Clinic, which is a private non- 
profit Urban Indian Organization, located in Albuquerque, New Mexico. 
The Urban Indian Population in Albuquerque beintj identified at 
26,000 people, represent a vast cross-section of all federally 
recognized Indian tribes of the United States. 

Mr. Chairman and members of the Senate Select Committee, 
presentation is two-fold in which I also represent the American 
Indian Health Care Association, as a Board Representative for 
Region VI. Enclosed in your testimonial packets, is the position 
statement of the Association, which supports and endorses S.400. 
The Association which is comprised of thirty-seven urban Indian 
health prograrr.s through-out the nation, believes health promotional 
disease prevention activities, are important and necessary not 
only on the reservation, but also within the urban areas, which 
are served by their thirty-seven urban Indian health programs. 
i\T . Chairman and committee members, the Association leaves with 
you specific concerns as defined in our testimony and would like 
to go on record of this testimony being submitted for your review. 

Mr. Chairman and committee members for your information and 
record and as part of my second report, the Albuquerque Urban 
Indian Health Clinic supports your endeavors and seeks your su^^port 
for the passage of S.400, with the Inclusion of Urba n Indian to 
the Language of the Bill , where there is mention of " Indians " 
and " Ti*ibes " . 

There is indeed a great unmet health need on our Tribal 
Reservations, by which our homeland communities, are not able 
to provide any support for our urban Intiian people. The continuinp 
b.udget reduction, for Indian Health Service, and the massive 
budget reduction plans for social and public health services 
futher compounds our abilities, to improve the health care of 
Urban Indians to parity with the general U. S. nopulation (i.e. 
see original Bill of P.L, 94-437). 

The Urban Indians are subjected to many barriers to health 
care (see Association testimony) coupled with this finding were 
the facts that: 



the health status of Urban Indian people was below that 
of the general U, S. population (see Tribal Specific 
Health Plans of I.H.S, - developed under the original 
Directives of P.L. 94-437). The disease and mortality 
rates among Urban Indian people was just as high as and 
in some instances higher than, the rates for Indian people 
living on reservations. 
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The infant death rate among Indian people in the 
' metropolitan area was higher than, the rates tor Indian 
people living on reservations. 

. Many Urban Indian people experienced barriers to ^btainin- 
needed services and required assistance in Raining access 
to local community health services. 

Many Urban Indian people could not afford to pay the 
increasing? costs of health care and in most cases not 
eligible for Contract Health Services due to present 
I.H.S. requirements. 

. Specialized health care (i.e. orthodontic svs , "^in^W 
mkior surgical services, skilled nursing and home health 

services, ) is non-existant therby placing amazing 

burdens and accessible problems to health care. 

Existing resources are not culturally sensitive and 
therefore are ineffective and inadequate in meeting 
individual and family needs. 

Specific health problems addressed in the ''^^^^'^-^^^^^^^^^l^^t" 
Indian Health plan, defines the following as unmet needs by which 
3 400 Should seriously consider. Please note that these concerns 
are of a common problem area for the Urban Indian community in 
general ■ 

Reduction in the misuse and abuse of alcohol and drugs, 
Improvement of nutrition. 
Improvement of physical fitness, 
Control of stress. 
Suicide prevention. 
Wellness and healthful living, 
Culturally sensitized family planning svs. 
Language as addressed in S.400 is inadequate in as^u^lM 
Health Promotion and disease prevention . ^'^^^^^^^^^^ ^^^^^^^^an 
Indian DO pulatj -^niT ^ If the language omits this ^ 
MiIk - gommu^ity w ill continue to become ^^[/^^^^^^if.irces 
For example, a concentration of health "^^^^^^^3^"^„^Tl 94-137 
to Indian people were organized under P. L. 93-633 and 
Only one segment title V of P.L. 94-437 and none of P. L. 93-638 
were addressed to the Urban Indian population. 
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Mr. Chairman, and committee members the followine ic? c;nhmii-foH 
requesting, your attention to specific sect ion , of thif Bil! namely 

page 2. line 5: the word " should " be stricken and recommend 
replaced with " shall " . 

page 2, line 6: recommend that the word "Indians" be 
inclusive of "Urban Indians," 

page 3, section 203; recommend that under line 23, A 
subsection be added to read "(1).'a 
special assessment of the health promotion 
and disease needs of Urban Indians and the 
degree of each of such needs," be included. 

pace 4 "(3) lines 21 through 25: recommend that after 
each word "Tribe", a comma should be 
inserted and the word "Urban Indian 
Organization" be included. 

page 5, line 24 and 25, also page 6 line 1 and 2: 

recommend that a demonstration Urban Indian 
proje.t/s, be included in the languafje . 

page 6, line 13-15: recommend that the words Urban Indians 
be included in the language. 

page 8, line 10 entitled "Community Health Representative 

Program": recommend that the intent of the 
entire section include both on and off 
reservation (Urban Indians), 

UrhJ^lnd^ln^ZT^ln^rt^'^''^^^^ members, the Albuqueroue 

in Health Clinic, which serves the 26,000 Urban Indians 

Of S 4Sr^'^r' ,^"^?-^^^-nd supports your efforts in the passage 
of S,400, and submits this testimony for your highest consideration. 

On behalf of the American Indian Health Care Association 
and deemed their representative for this hearing? the testimonial 
passagi "'"^ ^^"^ endeavors, and looks ' forward to Us 

We are available at your convenience for further clarification 
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Honorable Chairman and Coonnittee membert, on behalf of the Anerican Indian 
Kealth Care Attociation, I appreciate the opportunity to appear before you today 
to ditcutt the Indian Health Promotion and Disease Prevention Act of 1985. I 
appear before you today to request the Committee to consider the Health 
Promotion and Disease Prevention needs of urban American Indians. 

According to the 1980 Census, over 50% of the American Indian population 
presently resides in urban communities across the nation. A large percentage of 
that population was moved to urban areas as a result of the massive relocation 
programs undertaken by the Federal Government during the 1950 'a. This Indi«n 
population maintains strong ties with their reservations and the vast majority 
continue to be tribal members. No act of Congress and no court decisions has 
ever determined that their status as Indians terminates once they cross the 
reservation border. Fact, Mr. Chairman, Congress has stated thu.t the Federal 
Government has a mandated responsibility to provide health care to Indians, 
including urban Indians, in the Indian Health Care Improvement Act. 

The emergence of the urban Indian began during the period of general 
economic prosperity following World War II. In the early 1950 's the Bureau of 
Indian Affairs (BIA) monitored a Relocation Program for American Iranians. The 
inteot of th« program vafi to a««ist and encourage Indian people to seek 
employment and education in nearby cities. During the era of Indians 
migrating to urban areas of cities, they experienced many social and health 
related problems. Urban Indians were left with experiencing poor individual and 
aocietal identity problems, poor health and education problems, poor living 
conditions and high unemployment rates. As the Indian people continued to move 
into urban areas, they unknowingly forfeited access to Federal Health Care and 
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Bureau of Indian Affair* Servicea. For economic atanding, limited work 
experiencea, unfamiliar ity with the urban health care delivery ayatema and 
cultural differencea compounded by the tranaition to an urban lifeatyle produced 
a low level of health care utilisation. 

Mr. Chairman and Committee membera, Preaident Reagan haa atated in hia veto 
message of S.2166, the Indian Care Amendmcnta of 1984, the infant mortality rate 
haa decreaaed by 111 and the paternal death rate by 86Z. The death rate 
reaulting fro«n pneumonia and influenza haa decreaaed by 73Z and the death rate 
from tuberculoais haa been reduced by 94Z and the incidence of new active 
tuberculoais haa been reduced by 84Z. 

The facta remain that Congreaa found that Indiana are experiencing the 
pooreat health problems than any population in the nation. Indians are atill 
experiencing major health problem mortality ratea that are aignif icantly higher 
than national population atatiatica. The major health problems American Indiana 
are experiencing include: 



Preaident Reagan 'a veto meaaage doea not indicate the aignif icant health 
problema that Indians are experiencing. Theae major health problema and othera, 
are a waate of lives and human potential among Indiana. 



Tubuculoaia 
Pneumonia/ Influenza 
Alcoholiam 

Accident a (automobile ) 
Diabetea Mellitus 
Hciaocidea 

'Suicide -s 



300Z greater 
64Z greater 
451Z greater 
134Z greater 
124Z greater 
68Z greater 
25Z greater 
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The current health problema of urban American Indiana ia aignif icantly 
higher than that of reaervation Indiana and the national population. High 
unemployment, l«ck of education, inadequate incotne, abaence of affordable 
inaurance coverage, unacceptable health care through exiating ay.tema, «,d 
complex medical, dental, wcial problema have contributed to effective barriera 
between urban American Indians and badly needed health care programa and 
aervicea. Coupled with theae finding* were facta that include: 

1) The health atatua of urban American Indiana vaa below that of the national 
population. The diaeaae mortality and morbidity ratea were aa high, and in 
aome mstancea aignif icantly higher than Indian people livinjr on 
reaervationa; * 

2) The infant death ratea among urban American Indiana are higher than 
reaervation atatiatica; * 

3) A recent evaluation of urban Indian health clinica indentified the following 
major health problema of urban Indiana. Theae include: hypertenaion, 
diabetea, alcohol/aubstance abuae , pre/poat natal problema, dental, otiti* 
media, trauma and mjuriea, obeaity, reapiratory diaeaaea, infectioua 
diaeases and mental health problems; and 

4) A majority of urban Indiana are experiencing unaf f ordable , unavailable and 
unacceasable health care delivery prograraa and aervicea. 



Honorable Chairman and Ccnmittee membera, the circle of life embodiea the 
philoaophical perapectivea of harmony with life in the American Indian culturea. 
Underatanding the circle of life ia eaaential in comprehending the philoaophical 
view of Indian people and their culture. It representa the continuity of 
aharing, oral traditiona, conciousnesa , generoaity, extended family and harmony 
with all living thinga. In the circle of life, animala aymbolire aeparate and 
different values; the Eagle repreaents courage, knowledge, atrength and 
foreaight; the turtle repreaent resourcef ulneaa . Each animal, tree, aky , moon, 
etc. have their own quality of apirit life. 
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American Indians traditionally believe that they are a part of all living 
things. According to Indian health belief concepts, a human is composed of 
body, mind and spirit. All three are interrelated and function together. 
Health to Indians is t\\e power to exist and function harmoniously* The 
spiritual orientation influences the traditional practice. The spirit focus on 
the relationships between patienta and their surroundings and type of ceremony. 
The reasons for ceremonies are beliefs that disease and illness are the results 
of lack of harmony between a sick peraon and hia aurroundinga . To understand 
the Indians approach to healing include the emphasis is on unity of experience; 
to be sick is to be fragmented; to be healed is to be whole; and to be whole one 
must be in harmony with family, friends, nature and themselves. 

Mr* Chairman, Indian and Alaskan Native people have always been a mobile 
population. Indians residing in urban areas maintain strong ties with their 
tribes and mirror the same low health status of their reservation cousins. To 
ignore the urban Indian population is to abandon the national goal established 
in the Indian Health Care Improvement Act, "...of providing th* highest possible 
health status to Indians...". The American Indian Health Care Association and 
the 37 health programs it represents have struggled for the last four yeara to 
survive and maintain existing services. 
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Senator Bingaman. Alvin Moyle is here from the Inter-Tribal 
Council of Nevada, and perhaps he could come forward, or at least 
I believe he's here— well, I guess he's not here, so maybe we don't 
have four more witnesses. 

Ada White I understand is here for the National Association of 
Community Health Representatives from Montana, and we would 
like very much to hear your testimony, please. 

STATEMENT OF ADA M. WHITE, DIRECTOR, NATIONAL ASSOCIA- 
TION OF COMMUNITY HEALTH REPRESENTATIVES, CROW 
AGENCY, MT 

Ms. White. Thank you very much. Senator. My name is Ada 
White. I'm a member of the Crow Tribe from the State of Montana. 
Fm here currently representing the National Association of Com- 
munity Health Representatives. 

I think it is very important that we look at S. 400 and how it 
relates to Tribal CHR health programs. Written testimony has 
been provided. What I would like to do is just point out some of the 
more important factors that we are concerned with. 

One, we know that Indian Health Service probably does say they 
are doing a lot in the area of health education and what have you, 
but what we do know is that the lack of policy, the lack of that 
have been experencially applied elsewhere has not been made 
available. 

In some reservations, we have extremely effective health educa- 
tion programs, dependent on the philosophy of the service unit and 
the philosophy of the area office. 

In some areas,' some reservations, we are hurting drastically for 
personnel that are interested and concerned and willing to apply 
resources to health education. 

There are some very critical issues that are facing CHR pro- 
grams today, and one of them is a question of what do CHR's do, to 
how is CHR time used. 

We recognize that a lot of work is done in health education, a lot 
more has to be done. But we also know that when it comes to sort 
of critical attitudes, most often preventive health and field health 
people are the ones that are criticized, one, because a lot of the 
education does not occur within the structured setting of a clinic or 
what have you. 

But a lot does come through in community activities, at home or 
other social kind of events. We know that Indian Health Service is 
very sophisticated in manufacturing barriers in terms of carrying 
through with contract health care programs or tribal—correction, 
tribal contract health programs, and we really believe that a proto- 
type is needed. We believe that funds have to be identified that is 
to be applied by Indian Health Service to health education, and we 
believe that standardized policies are needed just so that there is 
an expectation placed on all areas as to what should occur within 
the health education department. 

This has not happened with CHR programs. It is now happening. 
Perhaps too late, we don't know. The CHR program has been 
around for 16 years. Within the past 2 years, the standardized CHR 
program scopes of work were developed. A national reporting 
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system was developed. We now have a front office that was not 
there in the past, and we find that the policies that are just now 
being developed are to be accepted and to be applied. Hopefully, 
they will be accepted by tribal groups and would provide the kind 
of documentation needed to keep CHR going. 

Senator Bingaman. OK. Thank you very much for traveling here 
and testifying, and we'll make all of your testimony part of the 
record. 

[Ms. White's prepared statement, on behalf of the National Asso- 
ciation of Community Health Representatives, follows:] 

Prepared Statement of Ada M. White, President, National Association of 
Community Health Representatives 

The Community Health Representatives (CHR) Program was established in 1968 
through the Authority of the Snyder Act. Through contractual arrangements be- 
tween the Indian Health Service and Indian /Alaska Native Governments, tribes 
were effective in fc^tablishing community-based tribal health programs, comprised of 
well-trained, indigenous staff, capable of providing tribal specific health services. 

The CHR Program has demonstrated effectiveness and major accomplishments in 
the areas of: patient access to and utilization of health resources; tribal health pro- 
gram development and in the provision of health care delivery. 

In 1981, the CHR budget was redOced by 21%. There were no program budget in- 
creases since then, but repeated attempts by the administration to completely elimi- 
nate the CHR Program. The over-all program effects, by funding restrictions, and 
ominous attempts for elimination hi:s resulted in: staff turn-over, more skilled, well 
educated person's seeking job security elsewhere; staff distress, morale of program 
hitting low levels due to insecurity of employment; less emphasis on training and 
continued training; the abandonment of a centralized data system. 

In June, 1982 a report on the CHR Program was provided to Congress by the 
Indian Health Service. This report was developed by a National CHR Task Force, 
representative of Indian Health Service personnel; National Indian organizations; 
tribal health leaders and CHR's. The report covered: narrative descriptions of CHR 
Programs; CHR Program history; IHS National policy, goal and objective statement; 
CHR Program scope— health delivery functions, health areas and settings; CHR Pro- 
gram staffing and funding; IHS Program Management Initiatives, program assess- 
ment activities. The National CHR Association did work in concert with the Nation- 
al CHR Task Force, and Indian Health Service in the final formulation of this 
report. 

CHR Programs, for the first time since its inception now is operating with uni- 
form guidelines concerning CHR Program scopes of work. In addition, a new CHR 
reporting system has been developed, and being implemented that ties into the pro- 
gram scopes of work. 

Further, as a result of the National CHR Task Force, Indian Health Ser\-ice Head- 
quarters now has a CHR Director (coordinator) with staff to spearhead CHR issues 
and promulgate CHR policy. This has never been available in the past, but rather 
some IHS Program personnel assuming CHR Program duties, "having the responsi- 
bility but no authority", "doing this in addition to." It is the opinion of the National 
CHR Association that this action in establishing "a front office" has: solidified CHR 
Program efforts; provided a focal point for CHR input in the development of policy 
(CHRM 84-1 and 84-2) 

In a report to Congress in 1977, Dr. Emery Johnson, former Director of Indian 
Health Service stated that the social fabric of the community must be recognized in 
the provision of health services. The intent of S. 400 is tailored to respond to the so 
called social fabric: life style induced illnesses; tribal specific programs; training for 
health paraprofessionals. This is highlighted in CHR Programs, 1^. 107-6: "explore 
ways to provide health care, health promotion, and disease prevention to the mem- 
bers of each Indian tribe in a manner which is consistent with the traditional 
health care practices and cultural values of such Indian tribe." This cultural sensi- 
tivity is necessary in addressing the needs of the Indian community. 

Indian Health Service may take the position that staff and resources are directed 
to health promotion and disease prevention. S. 400 clearly focuses attention on the 
fact that IHS delivers primary health care and often concentrates staff and re- 
sources on such care. History points out, when reductions of funds occur, the area 
hit first is prevention activities. Ironically, Indian Health Service and other health 
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professionals (Dr. Grahmn-HHs), articulate the importance of health promotion and 
disease prevention, but withhold funds and resources necessary to effectuate service 
provision. 

FY '84, Indian Health Service did establish an ad-hoc CHR training needs com- 
mittee to determine the skill level of CHR's and the training needed. The work of 
this committee should not be overlooked. In addition, as stated in S. 400, training 
should be emphasized, field monitored, on-going, and with tangible results for the 
community, program and CHR's. More specifically, training be tied into a formal 
learning institution which would allow for the acquisition of a degree by a CHR. 

Sec. 203, point 3, the development of a short term plan and long term plan in the 
development of a tribal health promotion and disease prevention program must in- 
clude CHR's in the assessment, identification, planning and application of resources. 

Again, history reflects the exclusion of CHR's in local planning efforts, whether 
intentional or not, experience reflects this. Congress should identify the needed co- 
operation of IHS, state, tribal representatives in creating a plan best designed, 
suited and relevant to the Indian community. The tribal specific planning process in 
the late 70's too often utilized the ''canned expertise" of restricted health planners. 

Nations of the third world have utilized the CHR program as a prototype in devel- 
oping health care programs for their people. 

Sol Tax, Professor Emeritus of Anthropology, University of Chicago expressed his 
view: "the unheeded message has been clear throughout history, but now we see 
how-yif we let Indians do it their own way — they might more quickly than we have 
imagined rebuild their communities." And on reservations and in Alaskan villages, 
CHR's are crucial to tribal health programs. CHR's are needed, must be included in 
planning (participatory management is an unknown concept to some IHS and tribal 
personnel), and recognized for their committment. 

Thank you for this opportunity to provide this statement. 

Senator Bingaman. Since we're running late, and I had already 
advised people we would have this hearing over before now, I think 
ril defer any questions and go ahead with the other two witnesses. 
Thank you very much. 

Michael Bird is a witness from the New Mexico Public Health 
Association, and if he could come forward, please. How are you? Go 
right ahead, we're anxious to hear your testimony. 

STATEMENT OF MICHAEL BIRD, NEW MEXICO PUBLIC HEALTH 
ASSOCIATION, ALBUQUERQUE, NM 

Mr. Bird. First of all, I just wanted to say that Tm very happy to 
have had this opportunity to testify in support of S. 400, the indian 
health promotion and disease prevention bill. 

The New Mexico Public Health Association is a State affiliate of 
the American Public Health Association and has a vested interest 
in this area. As an organization, we can count the number of 
American Indians as members, not to mention the fact that the 
American Indian population constitutes a significant proportion of 
New Mexico's population. 

We support this effort for a number of basic reasons. First of all, 
according to the IHS chart series of April 1985, the leading causes 
of death for American Indian and Alaskan Natives residing in res- 
ervation States, 1980 through 1982, was first of all diseases of the 
heart, and that was followed very closely by accidents. 

Another reason that we support it is that in 1984, four out of six 
Indian age-adjusted mortality rates in comparison to all U.S. rates 
were behavioral or lifestyle related. 

No. 1 was alcohol, which was 459 percent higher. No. 3 was acci- 
dent rates, which were 155 percent higher, and No. 4 was diabetes, 
which was 107 percent higher. And followed by No. 6 which was 
homicide, which had a percentage of 51 percent higher. 
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Clearly it is evident that there has been a decrease in the— it 
clearly is evident that there's been a decrease in the past 30 years 
in health problems related to communicable disease, and an in- 
crease in those problems related to behavior al and lifestyle factors, 
problems that presently cannot be addressed by the traditional 
western medical care system. 

In closing, I would like to say that concepts of holistic health, 
wellness and running are not new concepts born of the Yuppie 
Pepsi generation. Indeed, the first practitioners of a holistic per- 
spective on health and the first runners were American Indian 
people of North and South America. 

When one examines literature of historians, linguists, travelers, 
anthropologists and speaks with American Indian people them- 
selves, they speak of a holistic perspective on life, health and 
death. 

New problems require new approaches. It is clearly evident that 
a significant number of health problems confronting Indian people 
are behavioral and lifestyle related. These new problems require 
innovative approaches which are viable, dynamic and draw upon 
the cultural values and strengths of Indian populations they are 
designed to impact upon. 

Fd like to just close now with a quote from Peter Nabolkof s book 
entitled 'Indian Running*' in which he took a quote from— he 
quoted a Navajo runner by the name of Rex Lee Jim. And I think 
this quote very succinctly reflects that perspective of holism and 
health that I think traditionally and philosophically has always 
been part of Indian people's world view. 

He says, "My grandfather told me that Talking God comes 
around in the morning, knocks on the door and says, 'Get up, my 
grandchildren. It's time to run, run for health and wealth." ' 

I wanted to thank you very much for this opportunity to testify. I 
think that any kind of — any kind of program changes or innova- 
tions has to be built on people, American Indian people's culture 
and traditional and philosophical perspectives. 

And I think to not take an opportunity when there is an opportu- 
nity such as this, because as I said, any people's philosophical and 
traditional perspective was a perspective of holism, was an ecologi- 
cal perspective and was a perspective which reflected an impor- 
tance on health and fitness. Otherwise, they would not have been 
able to survive. 

And any kind of program that is designed to promote health has 
to recognize and address values, because that's— that's the key to 
any kind of a progiam. 

Senator Bingaman. Thank you very much for that testimony. I 
appreciate it, and we will make that part of the record, and thank 
you again for coming today to testify. 

[Mr. Bird's prepared statement, on behalf of the New Mexico 
Public Health Association, follows:] 

Prepared Statement of Michael E. Bird, New Mexico Public Health 
Association, Albuquerque, NM 

Mr. Chairman, thank you for this opportunity to testify in support of Senate Bill- 
400 Indian Health Promotion and Disease Prevention. 
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The New Mexico Public Health Association a state affiliate of the American 
Public Health Association has a vested interest in this area. As an organization we 
can count a number of American Indian's as members, not to mention the fact that 
the American Indian population constitutes a significant proportion of New Mexi- 
co's population. 

We support this effort for a number of basic reasons: 

1. According to the IHS Chart Series of April 1985. The leading causes of death 
for American Indian/ Alaska Natives residing in reservation states (1980-1982) was 
from "Diseases of the Heart" followed by "Accidents". 

2. In 1984 four out of six Indian age adjusted mortality rates (in comparison to all 
U.S. rates) were behavioral or lifestyle related. 

Number 1, alcohol 459% higher. 
Number 3, accident rates 155% higher. 
Number 4, diabetes 107% higher. 
Number 6, homicide 51% higher. 

Clearly it is evident thai there has been a decrease in the past 30 years in health 
problems related to communicable disease and an increase in those problems related 
to behavioral and lifestyle factors. Problems that presently can not be addressed by 
the traditional western medical care system. 

In closing, I would like to say that concepts of "holistic health", "wellness" and 
"running" are not new concepts born of the "Yuppie Generation". Indeed the first 
practioners of a holistic perspective on health and the first runners were American 
Indian people of North and South America. 

When one examines the literature of historians, linguists, travelers, anthropolo- 
gists and speaks with American Indian people. They speak of a holistic perspective 
on life, health and death. 

New problems require new approaches. It is clearly evident that a significant 
number of health care problems confronting Indian people are behavioral/lifestyle 
related. These new problems require innovative approaches which are viable, dy- 
namic and drawn upon the cultural values and strengths of Indian populations they 
are designed to impact upon. 

"My grandfather told me that Talking God comes around in the morning, knocks 
on the door, and says, "Get up, my grandchildren, it's time to run, run for health 
and wealth."— Rex Lee Jim, Navajo Runner, Indian Running 1981. 

Thank you for this opportunity. 

Senator Bingaman. The final witness on our list is Ray Begay, 
who is with the Navajo Physicians and is here in Gallup. Is Ray 
still here? There he is. 

STATEMENT OF DR. RAY BEGAY, CHAIRMAN, NAVAJO COUNCIL 
OF PHYSICIANS, GALLUP, NM 

Dr. Begay. Senator Bingaman and members of the committee, 
thank you for allowing us to participate in the committee meetings 
for the testimony regarding Senate bill 400. 

I speak on behalf of the Council of Physicians. I am delighted to 
participate in the hearing today and congratulate Senator Binga- 
man for his efforts for bringing about the Senate bill. 

One of the areas that the Council of Navajo PhysicianiLi has been 
concerned with is health trends for the future. In my opinion, this 
bill is only a start in addressing some of the greatest health prob- 
lems that will face us in the future. 

According to our statistics and those compiled by the Navajo 
Tribe and IHS. we feol that our current mortality-morbidity rates 
from accidents, childhood disease, those of early infancy, early dis- 
ease of the childhood, infectious disease from all sorts and increase 
in the incidence of cardiovascular diseases, cancer, industrially re- 
lated accidents, occupational diseases, alcoholism, nutritional disor- 
ders and the attendant medical problems, depression, anxiety, 
chronic medical illness and other health problems that — that have 
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been addressed will face us as one of the leading causes of health 
problems for the reservation. 

Despite the initiative to control some of the medical problems, 
we have not made progress equivalent to reducing some of the 
health problems comparable to the rest of the United States. 

In the past, health care needs on the reservation have been pri- 
marily addressed to acute illnesses. However, due to an emergence 
of new medical problems on the reservation, we feel that programs 
directed to the prevention and reoccurrence of these disease proc- 
esses needs to be instituted. 

That approach of medical illness in the Navajo culture has 
always been met with a lot of mysticism. In reality, disease process- 
es are so much like treatment processes in Western and traditional 
medicine. 

They have difference, yes. There are similarities, and with the si- 
milarities that do exist, this is how we can help in controlling some 
of the chronic and reoccurring medical problems. 

Medical illness before it could be adequately treated by the pa- 
tient's physician, the patient and physician need to have some 
mutual understanding of the disease process. Their relationship to 
the patient, the environment, the surroundings and the dynamic 
processes which originate in the medical illness. 

When the reality of certain medical diseases become evident, 
both to the patient and the physician, they then can start address- 
ing the proper treatment for a given illness. 

Like all disease processes, we're left with certain recommenda- 
tions on how to treat these problems, as far as reoccurrences, pre- 
vention and certain medical illness. 

These recommendations are always given to the patient. For an 
example, you leave the doctor's office with a prescription. This pre- 
scription in our concept should now involve addressing preventive 
issues. 

This process has been practiced within our tradition of allowing 
the patient to express some of his needs to the medicineman. Now 
this is a different concept. We're talking about modem medical 
problems. And to take some of this concept and turn it around to a 
concept of preventive medical problems, this has to be addressed. 

And in my opinion and in the opinion of the Council of Navajo 
Physicians, we are delighted that this bill is addressing some of the 
problems that we have been facing for a long time. 

We all feel that medical illnesses are in a dynamic equilibruim 
between the socioeconomic, various cultures, various political at- 
mospheres that exist in our current society. 

We are' now subject to new Medicare policies. Medicare review 
boards and new payments systems for the above medical problems. 
All these have been instituted within the last several years. 

This places a great burden on the IHS, the physicians and every- 
body else to explore new methods of controlling and placing some 
of the burden on the physician, and also teaching the patients to 
help the physicians treat their medical problems. 

If we can t develop this mutual relationship with our patients, it 
increases medical utilization, drives up costs of medical care, and it 
places the patient at risk of developing more complications of 
chronic disease processes. 
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Despite all the problems that we have addressed and taken into 
account, the bill that you're presenting for the Congress, I feel that 
this is only a step in addressing some of the chronic and reoccur- 
ring medical problems of the people on the reservation. 

On behalf of the Council of Navajo Physicians, we endorse this 
bill in its entiret^^ with a few additions. I feel that there ought to 
be a separate provision for training of new physicians, health per- 
sonnel and other paraprofessionals to institute some of these prob- 
lems that we have as far as preventive medicine is concerned. 

Fd like to enlighten you with some statistics that we have cur- 
rently. IHS currently has about 150 physicians in its entirety on 
the reservation. This puts a ratio of about 1,000 to 10,000 patients 
per physician. 

Out of these, about four or five of them are practicing Indian 
physicians. I am one of them. And this places the ratio at about 
1,000 to 30,000 or maybe 1,000 to 40,000 patients per one physician. 

These are the problems that we're facing. And as Indian physi- 
cians, how can we address some of the problems that are facing us 
in this period of time? 

^ And we cannot do that. We cannot address the problems that 
I've told you about if we cannot develop a mutual understanding 
with our patients. We cannot do it with this kind of numbers. 

And how do we address this problem? This is what I place before 
you. Senator. In light of these problems, I feel that the Council of 
Navajo Physicians have taken attitude toward addressing some of 
the chronic medical problems, the recurring health problems that 
we have on the reservation. 

We're a group of physicians that number about 14. We have all 
been trained as physicians, we have graduated from university 
medical schools, we are boarded in our medical specialties, and we 
have created the council called the Navajo Council of Physicians. 

And to address some of the medical problems, we have begun to 
work with the tribe, the IHS, and we'll be happy to assist your 
committee, and maybe addressing some of these problems for you, 
placing some recommendations, and we'll be happy to work with 
you. 

In closing, I'd like to thank you. Senator Bingaman, members of 
the committee, in allowing us to participate in this committee 
hearing. 

Thank you. 

Senator Bingaman. Thank you very much. Doctor. I appreciate 
your being here. 

[Dr. Begay's prepared statement, on behalf of the Council of 
Navajo Physicians, follows:] 

Prepared Statement of Dr. Ray Begay, Chairman, Navajo Council or 

Physicians 

Mr. Chairman and members of the committee: Thank you for allowing us to par- 
ticipate in the committee hearings for the testimony regarding Senate bill 400. 
Speaking on behalf of the Council of Navajo Physicians, I am delighted to partici- 
pate in the hearings today and congratulate Senator Bingaman for his efforts in 
bringing about this Senate Bill. 

One of the areas the Council of Navajo Physicians has been concerned about is 
health care trends for the future. In my opinion, this bill is only a start in address- 
ing some of the greatest health problems that will face us in the future. According 
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to our statistics and those compiled from the Nav^o Tribe, we feel that our current 
mortality and morbidity rates from accidents, childhood diseases and those of early 
infancy, infectious diseases, and the increasing incidents of cardiovascular disease, 
cancer, and other industrially related disease, alcoholism, motor vehicle accident, 
nutritional disorders and attendant medical problems, depression, anxiety, and 
other mental health needs will face the Indian Health Care as one of the leading 
causes of mortality and morbidity on the Reservation. 

Despite the current initiative to control some of these medical problems we have 
not made progress equivalent to reducing some of these health problems comparable 
to the rest of the United States. 

In the past, health care needs on the reservation have primarily been addressed 
to only the acute illness, however due to emergence of new problems on the reserva- 
tion, we feel programs directed towards the prevention and recurrence of these dis- 
ease processes need to be instituted. The approach to medical illness in the Navigo 
culture has always been met with a lot of mysticism. In reality disease processes are 
so much like treatment processes in modern and traditional medicine with some si- 
milarities and some differences. Medical illness, before it could be adequately treat- 
ed by the patient and physician, the patient and the physician have to understand 
some of the disease processes and their relationship to the patient, the environment, 
the surroundings, and some of the dynamic processes which originate in the medical 
illness. When the reality of certain disease processes become evident to the patient 
and the physician, they can then address the proper treatment for a given illness. 
Like all disease processes there are certain recommendations as far as recurrences 
and prevention of certain disease processes which are always given to the patient. 
This concept appears to be emerging in the Senate bill 400 and we are delighted to 
see this bill is addressing some of the recurrences of some of the most common 
health problems that we have on the reservation. 

We all feel medical illnesses are in a dynamic equilibrium between the socio-eco- 
nomic needs, various cultures, various political atmosphere in our current society. 

Despite all of the above problems, we feel that taking a route in preventative 
medical illness, addressing some of the main reasons for the recurrences of the 
common and recurrent illnesses, is only a step towards providing good health care 
for the people on the reservation. 

On behalf of the Council of Navajo Physicians, we endorse this bill in its entirety 
with a few additions. We feel there should be a provision for adequate funding for 
training of new physicians, health personnel, and other professionals who would im- 
plement these programs. 

We find that the ratios of physicians to the population on the reservation are still 
far below the national levels and feel that to promote health care and disease pre- 
vention we need an adequate number of professionals to address these problems. 

We thank the chairman. Senate committee members for allowing us to participate 
in the hearings for the Senate bill 400. 

Senator Bingaman. Let me just close by once again thanking ev- 
erybody who has participated. Once again thanking my staff and 
Senator DeConcini*s staff, and the staff on the Select Committee on 
Indian Affairs for their work in putting this hearing together. 

Thanking Senator DeConcini for coming from Arizona to conduct 
the hearing and participate in it, and thanking Congressman Rich- 
ardson also for his participation. 

I think weVe gotten a lot of good testimony. I hope that we can 
use the testimony to improve the legislation that we* re pushing 
through the Congress now, and I also hope we can use the testimo- 
ny to identify some additional initiatives that we can pursue to im- 
prove the health of Indian people in this country. 

That*s the purpose of what we*re all about, and I think your 
presence today is a sign that there are people interested in making 
progress on this difficult subject. 

So thank you again. 

[Whereupon the hearing was adjourned.] 
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FORT PECK TRIBAL EXECUTIVE BOARD 




June 14. 1985 

Honorable Mark Andrews 

Chairman, Senate Select Committee 

on Indian Affairs 
United States Senate 
Washington, D.C. 20510 

Re: S. 400, a bill to provide 

health promotion and disease ' 
prevent ion services for Indians 
(156.21) 

Dear Senator Andrews: 

Thank you for your invitation to submit testimony 
concerning S. 400, a bill to provide health promotion and 
disease prevention services to Indians. Please add the 
testimony of the Assiniboine and Sioux Tribes of the Fort 
Peck Reservation to the record of the hearing held before 
the Committee on June 1, 1985, in Gallup, New Mexico. 

The Assiniboine and Sioux Tribes of the Fort Peck 
Reservation strongly support the objectives of S. 400, 
The bill would require the Indian Health Service (IHS) to 
undertake a well-planned and organized effort to provide 
health promotion and disease prevention services to Indians. 
IHS provides some services of this type now, but in an incon- 
sistent, unfocused way. There are no statutory standards 
to guide IHS* efforts in this regard. As a result, many 
of the existing programs are ineffective, and many needed 
programs do not exist at all. 

S. 400 would address these problems in two ways. 
First, it would provide standards for both the type of ser- 
vices to be provided and the necessary planning. Second, 
it would establish a strong statutory foundation for the 
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Community Health Representative (CHR) program. This is 
the IHS program best suited to providing many health promo- 
tion and disease prevention services, but the current Admin- 
istration tries to eliminate it every year. 

The Tribes support both components of the Act, 
but suggest several amendments, which we discuss in detail 
below. Briefly, the amendments are as follows: 

1. Add "provision of physical therapy" and "improve- 
ment of water quality" to the definition of health promotion and 
disease prevention services in Section 3. 

2. Require IHS to rely on tribal health plans in 
developing its plans for provision of health promotion and 
disease prevention services under Section 4 (draft amendment 
attached ) . 

3. Require the demonstration projects authorized 
by Section 4 to focus on a limited number of areas, including 
reduction of alcohol and drug abuse (draft amendment attached). 

4 . Add "family planning" and pregnancy and 
infant care" to the list in Section 5 of health promotion 
and disease prevention services in which CHRs should receive 
training . 

We also discuss the need for greater IHS appropriations 
if the objectives of S. 400 are to be accomplished. 



Planning and provision of health promotion and 
disease prevention services (Section 2 - 4 of 
S, 400) 

Section 3 of S. 400 lists the types of services that 
are included in the terms "health promotion" and "disease 
prevention." These services would address some of the most 
troublesome health problems on our Reservation, including 
alcohol and drug abuse, hypertension, and teenage pregnan- 
cies. Some of the services are designed to reduce factors 
that cause or aggravate serious illness, such as tobacco 
smoking, obesity and poor physical condition, stress, inade- 
quate pre-and post-natal care, and poor nutrition. All 
of these are significant problems on our Reservation. In 
fact, we need services of every type listed. 
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We would, however, like to point out a basic problem 
in providing all of the services envisioned by the bill. 
It is of course desirable to list certain services and order 
IHS to provide them. However, if Congress does not appro- 
priate additional funds, even the best intentioned bill 
will not help. Either IHS will simply not be able to provide 
all of the services, or it will be forced to shift funds 
from other important areas. 

We have already seen this problem on our Reser- 
vation. For example, our tribal health program provides 
health education under contract with IHS. Since reduction 
of drug and alcohol abuse is one of our top priorities, 
we have assigned our health instructor to provide preventive 
education on drug and alcohol abuse in the local schools. 
However, in order to do this we have had to stop all instruc- 
tion on physical fitness and certain other areas. If S. 
400 is enacted but no additional funds are appropriated, 
we would be faced with other hard choices. 

We know that the Senate Select Committee on Indian 
Affairs has consistently supported increased appropriations 
■for IHS, as has Senator Bingaman, the sponsor of S.400. 
If S. 400 is enacted, we ask that the Committee seek appro- 
priation of sufficient additional funds so that IHS will 
be able to carry out its new responsibilities in the area 
of health promotion and disease prevention without diverting 
funds from other important programs . 

We would also like to suggest that Section 3 of 
S. 400 be amended to add two new types of services. The 
first is provision of physical therapy, which would be added 
under the "health promotion" heading. Many of our elderly 
Indians have chronic arthritis and other conditions which 
could be improved through regular provision of physical 
therapy. Physical therapy , which could be provided by CHRs , 
would raise these patients' condition to the best possible 
level, and would avoid the deterioration and complications 
that result from their lack of therapy. Also, physical 
therapy would be beneficial to many patients who have had 
accidents or surgery and need therapy to achieve a full 
recovery. 
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We also suggest that improvement of water quality be 
added to Section 3 of the bill under the "disease prevention" 
heading. The water quality on many parts of our Reservation 
is very poor. Many of our families have individual well systems. 
The water from these systems has a dangerously high level of 
chemicals, and in some areas solid waste and sewage has contam- 
inated the water table. This terrible water is very unhealthy, 
and we need additional funds to combat the problem. Inclusion 
of this item in S. 400 would give us additional leverage with 
IHS to secure the needed funds . 

Section 4 of the bill would amend the Indian Health 
Care Improvement Act to require IHS to develop a three-year 
plan and a ten-year plan for provision of health promotion 
and disease prevention services to Indians. The Fort Peck 
Tribes support the requirement of comprehensive plans. We 
are informed by IHS officials working in this area that the 
requirement will give IHS the incentive it needs to undertake 
a vigorous, well-organized effort to provide health promotion 
and disease prevention services. 

Section 4 would also require Indian tribes to 
include plans for provision of health promotion and disease 
prevention services in the tribal health plans they are 
required to submit to IHS. Then, in the report to be sub- 
mitted within a year of enactment of S. 400, the Secretary 
of HHS would have to include the plans that IHS had developed, 
as well as a summary of the tribal plans. 

As noted, we support the requirement that IHS 
develop short- and long-term plans, and also the requirement 
that tribes develop their own plans as part of the tribal 
health planning process. However, the bill should be amended 
to clarify the relationship between the overall IHS plans 
and the tribal plans. The tribal planning process, origin- 
ally mandated by the Indian Health Care Improvement Act, 
has been a great step forward in ensuring that the indivi- 
dual health needs of each tribe are met. The portion of 
the tribal health plans dealing with provision of health 
promotion and disease prevention services would be by far 
the most valuable source of information for IHS in preparing 
its own plans for provision of such services. Yet, the 
bill would not even require IHS to take the tribal plans 
into account in developing its overall plans. We suggest 
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that S. 400 be amended to require IHS, to the greatest extent 
possible, to base its own short- and long-term plans on 
the tribal plans. A draft amendment is attached. 

Section 4 of the bill would also require the Secre- 
tary of HHS to establish between 1 and 4 demonstration projects 
to determine the most effective and cost-efficient means 
of preventing disease and promoting health among Indians, 
to train Indians to provide health promotion and disease 
prevention services to members of their tribes, and to train 
IHS personnel to provide such services. The bill would 
authorize $500,000 for the demonstration projects. 

While we support the proposed demonstration projects 
in principle, we believe that their objectives are so broad 
that they will scarcely be able to scratch the surface in 
accomplishing any single objective. We suggest that this 
section be amended to require the projects to focus on a 
limited number of areas in the field of health promotion 
and disease prevention. These areas should be those identi- 
fied by IHS as the most important after consultation with 
tribes. We suggest reduction of drug and alcohol abuse 
as one of the areas that should be included in the demon- 
stration projects. A draft amendment is attached. 



Community Health Represent atives (Section 5 of 
S. 400) 

Section 5 of s. 400 would provide a statutory 
foundation for the CHR program. We support Section 5, as 
it will make the CHR program less vulnerable to attempts 
to reduce or eliminate its funding, and will also provide 
standards to guide the program. 

Section 5 lists eight areas of health promotion 
and disease prevention in which CHR»s should receive training. 
We suggest addition of two very important areas - family 
planning and pregnancy and infant care. These are high 
priority areas for the Fort Peck Tribes, particularly in 
light of the distressingly high number of teenage pregnan- 
cies on our Reservation. Many of these young mothers have 
been rejected by their own families, and have no way to 
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care for their children once they arrive. These problems 
can have very serious consequences for the health of both 
mother and child. 

Given the proper training, CHRs could be of great 
assistance with these problems. They could provide instruc- 
tion in appropriate measures of birth control, encourage 
the young mothers to obtain appropriate prenatal care and 
assist in providing such care, and provide followup services 
to both mother and baby once the baby is born. The family 
planning aspect is particularly important on our Reservation, 
as neither IHS nor the local schools are currently providing 
any instruction in this area. 

Thank you very much for your consideration of our 
testimony. We would be happy to provide further information 
on any of the points we have raised. 



Respectfully submitted. 




Norman Hollow, Chairman 
Assiniboine and Sioux Tribes of 
the Fort Peck Reservation 



Enclosures 

Copy to: Honorable Jeff Bingaman 
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Carl T.Curtis 
Ht«llh C«nttr 



May 17, 1985 



Mark Andrews, Chairman 

Senate Select Committee on Indian Affairs 
United States Senate 
Washington, D.C. 20510 

Dear Senator Andrews: 

The Omaha Tribe of Nebraska is supporting Senate Bill 400 cited as the 
"Indian Health Promotion and Disease Prevention Act of 1985." 
It is the contention of this Tribe that the major diseases affecting its 
tribal members is that of Diabetes and Alcoholism and Drug Abuse. That 
the long range plan for health improvement is in the areas of prevention, 
disease control, and health promotion. 

On the devastation of the preventable disease diabetes; a noted associated 
press reporter headlines!./: "Diabetes epidemic afflicts American Indian..,." 
"It crept up almost by stealth until now. Among some Indian Tribes, diabetes 
is a full-fledged epidemic, afflicting more then half the population on certain 
reservations. Early medical misconceptions, cultural disparities, and inertia 
all contributed to a grim situation that has not yet run its course...." 
The incidence of diabetes among the Omaha is from 35-60^ for adult members. 
The average white American has one chance in 20 to develop diabetes; an 
American Indian has one chance in 4. 

Dr. Theodore Redding, Chief Medical Officer, I.H.S., Phoenix, is quoted in the 
same Journal article by Krohholm2_/. "If something's going to be done, it must 
be done early; If the emphasis continues to be just monitoring blood sugar 
and increasing insulin dosages, cutting off peoples legs and putting people on 
dialysis, there will never be any improvement...." 

A good physician will not only treat symptoms, but look for causes. Diabetes 
is a cause of 'many of out illnesses. Renal failure, blindness caused by re- 
tinopathy, circulatory and nerve deterioration causing gangerine and amputations, 
high blood pressure, strokes and heart attacks can be directly attributed to 
diabetes. 



y Associated Press Writer William Krohholm, Sioux City Journal, 
Sunday, May 5, 1985. 



2/ Ibid 
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The form of diabetes which American Indians are subject to is preventable, 
as is the disease of alcoholism. Yet, at a time when these diseases are 
rampant among the tribe, Indian Health Service has literally cut out Health 
Education positions and relagated this function to a rear burner. The 
Omaha Tribe has a 0.5 position due to earlier I.H.S. budget cuts. Socio- 
economic factors play a major role in the Health status of our Tribe. 
Health promotion is essential. 

Efforts to obtain Federal Block Grant funds from the State of Nebraska to 
off-set the gap for health services needed has met with no success. 

The Infant Mortality rate among the Omaha during the first two months of 
1985 indicate a death rate nearly four times greater than the National 
average. Over 50% of the prenatal group is high risk. The incidence 
of Sudden Infant Death (SIDS) has been identified as being greater in the 
Indian population than within the rest of the Nation. This has been true 
of the Omaha Reservation. Within the past year, three infants have been on 
apnea monitors after evaluation as siblings of previous SIDS children. 
Another infant is also on the aonitor as a result of respiratory arrest. 
If SIDS is related to maternal risks and complications as indicated by some 
authorities, the potential for more SIDS within the population is very great. 

Handicapping conditions are also prevalent among the children of the Omaha 
Reservation. Approximately 150 of the 400 students enrolled in K-12 Macy 
Public School receive services from the Special Education Program on a 
partial or all day basis. Currently 13 children are in the Early Childhood 
Classroom (birth to 5-year olds). In addition there are 35 all day students 
in other Special Education Classrooms. Sixty-five students are served by 
the Speech pathologist which corresponds to the high incidence of Otitis 
Media in younger children. 

Otitis Media is our most prevalent illness noted in the newborn. Average . 
age for an infant first diagnosis of otitis media is approximately three 
months of age, with some as early as one month of age. 

Approximately 90* of the Infant population will be seen at the Carl T. Curtis 
Health Education Center with at least one episode of otitis media during 
the first year of life. Approximately 40% will be seen at the clinic five or 
more times during the first year of otitis media. 

The recent increases in infant mortality on the Omaha Reservation is alarming, 
maternal factors as well as illness in the infant contribute to this increase. 
The same factors contribute to the high incidence of handicapping conditions 
within the children. 

Community Health Representatives play important roles in assisting the health 
service providers in our community. Home visits and patient monitoring have 
helped to keep mobidity and mortality rates down. In spite of this, their 
services are even more in demand. Each year opponents of the C.H.R. program 
have deleted this vital program from the budget. There is no substitute for 
their services. 

S 400 is a vehicle which will mandate the coordinated efforts of Federal, 
State and local and Tribal agencies. 

S 400 specifically notes that: "...in addition to the provision of primary 
health care, the Indian Health Service should provide health promotion and 
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disease prevention services to Indians..," 



The Oraaha Tribe expresses further that; Senate Bill 400 is an excellant 
companion Bill to S 277, and request that adequate funds be appropriated 
to carry out the intent of S 400, 




Wallace Wade Miller, CKairman 
OMAIIA TRIBE OF NEBRASk)c 



CC: Nebraska Congressional Offices 
Washington, D. C. 
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(505) 455-227J 



J, GILBERT SANCHEZ 
GOVERNOR 



GARY S ROYIAL 
1ST IT. GOVERNOR 



TRIBAL COUNCIL 
EDMUND GONZALES 
)OHN GONZALES 
FRANK MARTINEZ 
ALFRED AGUILAR 
SANTIAGO SANCHEZ 
MARTIN W. AGUILAR 
LU-.S NARANJO. ]R. 
ELMER TORRES 
SOE F. SANCHEZ 
fERRY MARTINEZ 
}OSE V. AGUILAR, SR. 
JUAN TAFOYA 



May 29, 1985 



Honorable Senator Dennis DeConcIni 
Senate Hart 328 
Washington, D. C. 20510 

Senator DeConcini : 

I regret that I cannot attend the Hearing because of other 
commitments . 

I would have liked to deliver the speech in person. However, 
I sti-ongly urge our Congressional Delegation to support Senate 
Bill 400. 

Sincerely, 



J6S:mrb 
Enclosure (1) 



Ur/ J. Gilbert Sanchez 
^/ Governor 



PUEBLO DE SAN ILDEFONSO 



ROUTE 3 BOX 313-A 



SANTA FE, NEW MEXICO 
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l.CILIERT SANCHEZ 
COVERNOft 



CAKYS.ROVtAL 
1STLT.COVEKNOR 



EDMUND CONZALfS 
KDMN GONZALES 
FRANK MARTINEZ 
ALFRED ACUILAR 
SANTIAGO SANCHEZ 
M'-'TINW. ACUILAR 
LODlS NAXANJO. JR. 
ElMER TOMES 
JOE F. SANCHEZ 
fERRV MARTINEZ 
lOSE V. ACUILAR, SR. 
JUAN TAfOVA 



GREETINGS! ' 

HONORABLE SENATOR OE CONCINI 
HONORABLE SENATOR BINGAMAN 
DISTINGUISHED COMMITTEE MEMBERS 



My name is J. Gilbert Sanchez. 1 am Governor of San Ildefonso 
Pueblo and on behalf of the People and Tribal Council, I am 
pleased and honored to speak before you today. 

I have come here to address the State of Health Services and 
the importance of Senate Bill 400 - THE INDIAN HEALTH PROMOTION 
AND DISEASE PREVENTION ACT OF 1985. Therefore, I support and 
strongly urge the Senate and House of Representatives to pass 
the Act and provide sufficient authorization for its successful 
implementation. 

However there are some points we wish to emphasize: 

(1) The establishment of a National Health Promotion Policy 
witiin IHS is essential - however, if no health promotion 
exjsts then under what policy and for what purpose has IHS 
been operating? The Tribes want IHS to be responsive to 
our needs. If a policy is to be established then let the 
Tribes establish the policy and let the policy mandate IHS 
to meet our needs rather than the Tribes hoping our needs 
fits the IHS policy and priorities for funding. 

(2) The National Health Promotion Policy will require IHS to 
develop a long term plan of tribal and national health ob- 
jectives. This is well and good however^ if you remember 
some five (5) years ago the Tribes wrote a comprehensive 
Tribal Specific Health Plan; in which the Plan was never 
implemented nor was it ever used by the Tribes as a guide 
for improving health conditions on the reservation. The 
reason why the Plan was never used is because the Congress 
of the United States never authorized the funds necessary 
to implement the Plans, goals and objectives. 
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Also, if new goals and objectives were established would 
there be enough monies authorized to fulfill the long 
range goals and objectives? 

(3) We totally and absolutely support the improvements to the 
continuation of the Community Health Representative Pro- 
gram. The. Tribes rely on this Program whole-heartedly 
for the majority of healh services delivery on the reser- 
vation. Therefore, we not only support this feature of 
the Senate Bill 400, but we also recommend that the CHR 
Program be priority number one for any long range goals. 

(4) We support the concept of projects which call for the im- 
plementation of health promotion and disease prevention 
projects at the community level. We question the word 
"DEMONSTRATION." We believe the Projects should be esta- 
blished using current documents and dita to justify the 
Project and thus allow the Tribes to implement them im- 
mediately. 

(5) We agree with the definitions of health promotion and dis- 
ease preventions as described in the Act. We feel that 
too little attention has been offered to the preventative 
side of health care. We believe that prevention must fo- 
cus on physical fitness, teenage drug and alcohol abuse, 
nutrition, stress, immunization and many others. However, 
we do not support the idea of grouping all the preventa- 
tive needs into one big category. We believe that pre- 
vention should be specifically targeted to specific health 
needs. For example: Physical fitness should be funded 
separately and should be designed to encourage the indivi- 
dual to participate in fitness programs by establishing 
programs through the CHRs on the reservation. 

(6) Lastly, we encourage the IHS to eliminate the redtape and 
unnecessary problems of contracting and r econtracti ng CHR 
programs. Each year the Tribes go through many hours of 
typing, writing and planning for the same basic activities. 
This is not a fault of the Tribes but a fault of the Con- 
gress and the President for not adequately funding the IHS. 
We do with our funds the best we can, we can't do all we 
want because there is not enough monies. Therefore, to es- 
tablish an elaborate proposal process, review process and 
award processs is a waste of time, energy and money when 
the Program is going to do the same thing it always has. 

In closing, I appreciate the opportunity to speak before "ou. I 
appreciate your time, attention and concern. And, we as people 
of San Ildefonso Pueblo applaud Mr. Bingaman for hi? efforts in 
Senate Bill 400. We acknowledge Mr. DeConcini for his concern 
for Indian Health. We totally and absolutely support Senate Bill 
400 and encourage the Congress and the President to make this Act 
a reality. 

Thank you. 
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In rtply ntt to: 



May 31,1985 



Chairman, Mark Andrews 

Senate Select Committee on Indian Affairs 

838 Hart Office Building 

Washington, D.C. 20510 

Dear Honorable Chairman Andrews: 

^?^Sf i° °J Community Health Representative (CHR) Program her^y subnits 
written testimony in support of S.400 Indian Health Promotim and oSeLl^" 

I. NITTRITION: Per diabetics , dialysis, infants, mothers-to-be, elderly 
failure to trive, obese and hypertensive patients/cUents-. 
II. PHVSICAL PITOESS: Health pro^tlon in this area is a high priority due 
to the high incidence of Diabetes concerning the Zunl popula- 
in°tM = ^^?*^°" ^ provision of physical fitness piijraras 
m this area is provided for handicapped clients of the Zunl 
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community which includes amputees in wheelchairs, pare^legics, 
quadreplegics , elderlies, and includes health promotion in 
the work place involving tribal employees with successful 
results of weight loss and control of diabetes through diet 
and excercise without further lose of medication. Thus, again 
aiding in the efforts to reduce medical expenses of Indians. 
Another important area is that the Zuni CHR Program staff 
along with Zuni tribal employees are setting the example by 
practicing what they preach by actively participating in phy- 
sical fitness programs at the workplace which is strongly 
supported by the Zuni Governor and Tribal Council by allowing 
employees (1) hour of administrative leave (3) times a week 
for participation. 

III. WEIGHT CONTROL: Again, CHR Program conducts a Zuni Tribal Eluployees Weight 
Control Program which also is open and encouraged for community 
members. This is in conjunction with tlie Zuni PHS/IHS Health 
Educator, Mr. Bruce Leonard. There is a total of (44) parti- 
cipants with the program which started on March 18, 1985 and 
will end on August 5, 1985 a total of 20 weeks. The goal of 
the program is for each participant to lose h a pound a week 
at the completion of 20 weeks each person should lose 10 pounds. 
At present there has been a total of 253J5 lbs of loss divided 
by (44) participants averaging 5 3/4 loss per person. Ihis would 
not have been possible without the CHR Program. 

IV. COWTROL OF ALCOHOL ABUSE: CHRs are also very instrumental in this area 
with monitoring and counseling prenatal and new mothers on 
Fetal Alcohol Syndrome (FAS). CHRs have attended workshops in 
FAS and include this topic in other areas of maternal child 
health activities. 

V. COWTROL OF HIGH BLOOD PRESSURE: ■ Health promotion in this area is being 

carried out through efforts of nutrition counseling and imple- 
mentation of physical fitness and excercise programs where blood 
pressure is monitored on a 4 week period basis with referrals 
to Zuni Service Unit as required. 

Zuni CHR Programs priority II deals with "disease prevention". Areas of concentration 
and effort in this priority include: 

A. liTiinunizations of infants and children in the home and schools with direct 

Licensed Practical Nursing services within the CHR Program which 
is veri' advantageous and in essence enhances the Zuni CHR Program. 

B. Prevention/Control of Diabetes thru physical fitness/excercise. CHRs also 

perform and monitor blood glucose levels for community meitt>ers . 

C. Pregnancy/infant care which includes instruction on prevention of fetal 

alcohol syndrome (FAS) . CHRs are in constant contact with 
prenatals and new mothers on a daily basis . 
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D. Accident prevention is carried out by a CHR/ltibal Safety officer who con- 
ducts a Zuni Home Injury Prevention Program v^^ose goal is to 
prevent death and disability in the Zuni corrRjinity. 

^ ^® highlights on the many acitivities and functions of the 

Zuni CHR Program v^ich is aimed and addressed to raising the health status of Indians. 

In conclusion for the record, the Zuni CHR Program has been actively visible and con- 
structive in the Zuni community. Most importantly, the services CHRs provide in 
o^«!^f^^ ^" °" sectors of the Zuni population that would 

otherwise remain neglected i.e.. homdwunders. elderly, handicapped, the disabled 
infants, and teenage mothers-to-be. In addition, they also transport dialysis clients 
irLi^nV^^''^.^?'' hemodialysis treatment. Ihere is absolutely no other resource 
ayail^le for this on-going life-saving service. In rural areas such as Zuni many 
times barriers such as transportation, lack of a telephone, or failure to keep an 
appointment, prevent the treatment of serious illnesses or preventive care. As basic 
f^J^f S P"""^^^ ""^y appear, due to the fact that health services are not aggresively 
ITtl t^t^l'^^'iJaUon!'' ^ ^° 

^s is vrt^ere the CHR is a vital link with informing the client how important it 
is to keep an appointment or likewise, teaching the client how to take charge of 
their own health through more frequent and improved health educational presentations 
and out reach home visitation. CHRs thus, reinforce and provide follow- through of 
health care initiated at the Zuni IHS/PHS Hospital and in essence are an integral 
and vital backbone of the health care team. 

Achievement progress this past year involving the Pu^lo of Zuni CHR Program has 
been Qnergency Medical Services for the Zuni cormiunity on a 24 hour- 7 day a week 
Dasis being provided without major patient related incidences, in addition the CHR/ 
Optometry component provides patient and community education on various aspects of 
eye care. Che-to-one patient education and numerous community programs (include 
puppet shows, movies, demonstrations. etc) have been presented to schools on such 
^^r!?c;f>if''f ^^rj"^''' spectacle compliance and specticle repair, CHR/Optcmetry 

! ^ ^u?i^®^ ^ ^ P^Ple in the community. w7hsve 

demonstrated to high school students and has been visible at community IvJH a^ 

p™c^^^ D.^r^''^ 5^^^^ ^ ^^^^^ promotion such as 5 kilometer Bike 

Races and f^J^j^; Other areas of prepress includes the commitment to open analysis 
IT^ by September 1. 1985. expansion and awareness of the infant sSety seat 
^^^^ T.^'^'^'^f''' children vrt^ich is being collSor- 

ated on with the State Accident Prevention Program. Some of these new programs being 

^^^^ ^"-^"S the community, 

thus, stretching IHS dollars in a very tangible way. 

Furthermore. Honorable Chairman, we are requesting your support in strongly recom- 
mending continuation of the Zuni CHR Program with an increase in the fiscal allocation 
in order that these vital functions and services will continue to serve and improve 
the health status of the Zuni coimunity. ■«J"prove 

Your earnest participation and consideration towards this request will be qreatlv 
appreciated. ^ 



With Warm Regards 

Antoinette Fontenelle 
LPN/CHR Coordinator 



cc: Jeff Bingamen 
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In raply raltr to: 



t^ay 31, 1985 

STATEMENT 
OF 

RITA ENOOE LORENZO 
PUEBLO OP zmi 
TO 

THE SENATE SELECT CX3MMITIEE 

CN INDIAN AFFAIRS 
HEARINGS CN SENATE BILL 400 
HEALTH PROMOTION AND DISEASE CONTROL 
AMONG AMERICAN INDIANS 

Mr. Chairman and Menbers of the Ctrmiittee: 

Ne« M^iC^" Ccx^ncllwc^an frc^ the Pueblo of Zuni, 

Tciba? Sl,n^?f ^ ^ ''^"^ morning representing my Tribe, ihe zuni 
tt^sS^r t'^? n- ^T' °^ ^'^Pi^^ting the denatl Bill 400. ^ v^S to 
thank Senator Jeff Bingaham for introducing this bill. 

record.™ ^"bnitting the Zuni Tribal statements on our needs for the 
Thank you. 
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In reply rtftf t«: 



OUR PHILOSOPHY WITH REGARD TO "GOOD HEALTH" 

Kop leya' arna'dun dekkwin hon eluday a:dek'yanna? "How shall 
we fron now on live pleasantly?" For many generations the Zuni people 
have been asking this questions, and seeking ways to achieve that 
goal as' a lifestyle for themselves and their families. It. is a 
question which incorporates not only how Zunis conceptualize the 
world around them> but also their views as to just what constitutes 
"good health." If we are to live pleasantly, obviously our people 
must be health and happy. This, according to our old ones, can be 
achieved through a profound respect for all living things and for the 
creation around us. To live in harmony with each other and with 
nature are basic essentials to "good health-" In former generations 
our men maintained good physical condition through rigorous work in 
the fields, running "stick races," and active participation in the 
ritual dances. Today, many of our men live a somewhat sedentary life, 
relying on automobile transportation, and finding their own functional 
roles in our society being diminished. It is a proven fact that wrong 
attitudes toward life, and wrong use of the elements of nature, 
bring about poor physical and mental health. We are seeing some of 
these wrong attitudes at work in our community as many Zunis of the 
newer generations seen to be living only for the moment, showing 
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concern only for the symtoms of ill health and for the specific 
ailments themselves; not focusing their thoughts on the causes of 
disease, or methods of prevention, or consequences of ill health. 
In order to reverse this trend, we feel that it is essential for us 
to re-direct the attention of our people to respect for life and 
creation, and to re-emphasize preventive living and attitudes. This 
can be done through greatly improved efforts in the field of health 
education. We believe the area of health education to be our greatest 
need because of its potential impact on the over-all health status of 
our people. 

Our concept of "ill health" certainly includes the effects of 
physical disordtirs and mental stress. However, health problems most 
feared by our people are those which seem to lead most certainly and 
directly to death (ie. terminal cancer, heart trouble). There is a 
more subtle threat to the life and health to the life and health of 
our people in the apparent fatalistic attitude many have toward the 
problems of alcoholism. While it is well-documented that alcoholism 
is a major contributing factor to poor health and mortality among 
our people, and while many are willing to acknowledge chat alcohol 
abuse is a serious pr o b 1 em .h e r e , there is a certain futility which 
leads to a surface indifference expressed by many in reference to 
people with drinking problems: "well, that's just the way he is"— 
a common expression among our people. 

What can be done about this? Again health education is necessary— 
but it must involve a concerted effort aimed at the younger generation 
so as to prevent (or at least minimize the potential for) the develop- 
ment of substances abuse as a pattern in their living. 

If we can manage to revive former regard for living things, and 
emphasize the prevention and cure of those conditions which lead 
to death, disease, personal crises and social crises then we shall be 
able to say: " In this way we shall live pleasantlv ." 
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In rtply r«l«r to: 



The Zuni Indians have occupied their present land for many 
centuries. Down through the years we have struggled against cold 
winters, and sought to live in harmony with a dry and forbidding 
land. We have planted our corn and tended our livestock with the 
confidence that our faith and prayers would bring the life-giving 
rain and ensure the general good health and prosperity of our people. 
Our religion prevades virtually every phase of our living. Our lives 
are ordered by its tenets and conscientious practice. Almost without 
exception, our people adhere tenaciously to the prayers and ceremonial 
observances of our ancestors. 

Our social and linguistic structures, also remain very much intact 
despite many conflicting influences from the outside. We live in 
a closeknit society, concentrated in a small geographic area of 
northwestern New Mexico, seeking the mutual good of our people. Our 
culture is both matriarchal and matrilocal. In may of our homes, 
even yet, the grandmother has as much responsibility and say-so in the 
care of small children as the younger mother. This is particularly 
true in the case of many teenaged mothers who return in school, 
leaving the child in the care of grandmother. Even the casual 
observer can see that the Zuni people retain a strong a virile culture, 
at times in conflict with some aspects of non-Indian society. 
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Being a Pueblo society, Zuni s a somewhat genetically distinct 
group. These factors create special medical problems including 
diabetes meUitus, hypertension, abesity, and alcohol and drug abuse. 
The Zuni people also have important traditional methods for dealing 
with health-related problems. In a recent survey, 50. IZ of those 
polled indicated they would refer their family to the medicine man 
for medical attention, and 26. 7Z indicated that th.y had personally 
visited they medicine man within the previous six months. 

A major factor which has helped us to maintain our own cultural 
identity despite centuries of contact with outsiders is the tenacious 
way in which we have kept and utilized our own language. We continue 
to use our language in virtually every pahse of our living (including 
ceremonial, political, social, casual, and formal situations). 
Rather than borrowing works for concepts which are new to our people, 
nost often we coin new descriptive terms from within our own native 
vocabulary. This is also true of the versatility of our language 
in reference to health conditions. By far, the overwhelming majority 
of our people still use their own mother tongue in preference to 
English, though many are functionally bilingual in most circumstances. 
It is very important to note, however, that more interpretation from 
English to Zuni and Zuni to English is needed in the field of medicine 
than in most other experiential categories. Indeed, our language is 
very much alive, and serves as reservior for our oral history, 
culture and treasured thoughts. 

Through generations, our people have become a mutually inter- 
dependent cohesive unit, and thus have learned the many advantages of 
a collective cooperative spirit. Therefore, ..e are determined to work 
closely with those who are providing health care and services for our 
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people, and to communicate openly with them regarding the factors 
other than statistical data for establishing criteria and for assessing 
the actual needs of our people. 

OUR PROBLEMS 

The following problems were brought to light in a combined meeting 
between Indian Health Services and Tribal Council. While the opinions 
expressed do not necessarily reflect the views of major segments of 
the community, the fact that they are preceived as problems by Tribal 
Council. 

The health conditions which are foremost in the minds of our people 
as major health problems are: 

a. Alcoholism and its effects ( ie . , accidents, suicide, violence, 
family t r auma ) 

b . D iabe tes 

c End Stage Renal Disease 

d. Handicapped Children 

e. AdolescenC Health 
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May 30, 1985 



Dear Sirs: 

ffar^lf f ^^^^-I^il^l Chaionnen's Asapciation (NTCA) meeting in Albuquerque last 

^.^^^^"^o" ^ passed declaruKr alcoholism and substance abuse to be 
Tixie leading health and social problem on reservations throughout the United States, 

^olf .^i^ ^ting the health needs of Indian 

l^^^^^r^^^. f ^v^"^^^"^' ^ ^ di^ase. They treat physical prt^- 

^ThSS^ff^lJ^ S^?"?"^ ,ai3 iraygivg^c5^5iii^ to alcoholics whUe they 

disea^ n^i^ '.^^ ^f" liitensive ii^^atient treatment of alcoholism as a primal 
^^ease, v« have to send oar clients to state supported alcoholism treiSniht — 

facilities are often overcrowded, with long waiting lists, and 
vary greatly in their effectiveness. 

This approach to alcoholism seens to reflect the historic view of alcoholism as a 
legal, nioral or psychological issue, and is not in keeping with the sciaitific 
actvances that have been made in this field ±n recent years. 

^iS:,^*^^^^^ programs under contract with lES can do much in treating the 
alcoholic who does not require intensive care, or who is highly irotivated for 
S^^I^r*- f^^^^y. ^ not most, ccrprehensive inpatient treatment is 
essential to properly start the alcoholic on the long read to recovery. 

I W3uld therefore urge the congress and Indian Health Service to consider two 
alternatives: 1) that regional ihs alcoholism treatment centers be established 
fflipioying the latest knowledge of addictionologists and treatment specialists, or 
ti^^ J^^^^"^^^ ^ available on a priority basis for inpaUent 

treatanent at facilities in the private sector. 

In addition, I vould urge the powers that be to start treatina the families of 
alcoholics as primary clients. Research is shewing that families adjust to 

1 2?,^ ^ pathological way, and that that inaladjustment persists long after 
tne alcoholic stops drmkii^g. often that pathology leads to relapse if it is not 
^ted, and It can be treated, -me family can be started on their road to recov- 
ery oftentimes even if the alcoholic is not in treatment and does not stop drinkiiig. 

However, at present, the Alcohol Treatment Guidance Systan (ATGS) forms that IHS 
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requires us to use are not designed to allow us to receive credit fbr treatment of 
families if the alcoholic is not also in treatnent, I wuld like to see the foms 
changed so as to acocrrodate treatment of the family as the priinary client. 

In suinnary, in spite of the NTCA acknowledgenent of alooholisn as the leading health 
and social problon facing the ftnerican Indian today, and in spite of the fact that 
medical science is affirming that alcoholian is a prijnary di-sease , cind not the 
symptans of another -mental disorder, the efforts at treatment have been pieceneal 
and have not incorporated the latest kncwledge a[vailable in the treatnient field, 
I therefore urge that consideration be given to the above itans, and that alcohDl- 
ian treatment be given the priority vtdch i^ called for in the NTCA resolution. 




Thank you. 

Respectfully suhmitted by: 



Wayne F, Vanderford ^ 
Director, Zuni Cormunity Services 
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HANDICAPPED CHILDREN 



There are approximately 190 Zuni children born/year or about 1,000 Zuni 
children between birth and six years of age. Many of these children are at 
high risk for birth defects (i.e., from maternal diabetes or alcohol abuse), 
developmental delays from poor parenting and accidents. Because of the 
bilingual nature of the homes, many children have speech and language delays. 
Otitis media and meningitis are well known infectious diseases that are highly 
prevalent to Indian children and can cause serious hearing loss. 

The National Center for Health Statistics estimates that 21% of young 
school age children have handicapping conditions such as those described 
above. Most school age handicapp begin before birth or in the infancy and 
fe-school years. Thus, there are approximately 2:00 children from 0-6 years 
of age who could be at risk for at least one of these conditions. 

The Zuni Head Start Program provides services for four year olds and for 
an occasional three year old with demonstrated needs. However, there is not a 
special education teacher or sp-iech therapist who works intensely with these 
children. Children from 0-3 yei\rs of age have even fewer services available. 
The Indian Children's Program visit«^ Zuni for 3-4 hrs/month to provide mainly 
diagnostic evaluations and occasionally to prepare the individual educational 
assessment (lEP) required under P.L. 94-142, The Education for All Handicapped 
Children Act of 1975. The McKinley Area Services for the Handicapped has a 
worker who carries out the lEP in a home bound program. However, only 14 
children from 0-3 years of age can be served, with no anticipated increase in 
funding or services. 

A community based center for young handicapped children is desperately 
needed in Zuni. This facility could be coordinated and run wfth a day care 
for non-handicapped children. A permanent administrator, certified early 
child education specialist, speech therapist and aids would be need'^d. 
Several elderly Zuni women have shown a strong interest to volunteer in such a 
center. Parenting skills would be taught for those parents showing a need. A 
center near the high school could allow teenage mothers to remain in school 
yet have their infants nearby. Such a center exemplifies primary prevention 
at its essence - the care of young children in need before their handicapp 
becomes disabling. 

May 31, 1985 
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ADOLESCENT HEALTH 

The adolescent population residing in the Pueblo of Zuni has unique health 
needs Identified as: 

1) Alcohol and substance abuse 

2) Living in families that abuse alcohol 

3) Depression and suicide 

4) An unusually high tendency towards diabetes mellitus 

5) Venereal disease 

6) Dehavioral problems 

7) Need for career guidance 

These problems ofteti go unrecognized by the community and the hospital 
since teenagers practice crisis oriented medicine and will rarely attend to 
their medical problems in a prevention oriented manner. The PHS Hospital is 
located four miles from the village. An adolescent with a very personal 
problem often finds a confidential ride to the hospital difficult to obtain. 
There is much reluctance to be seen at the hospital for a sensitive problem if 
the adolescent knows he/she will see a friend or close relative working 
there. Thus patients wait as long as necessary before coming in for a visit. 
This can mean a serious emotional problem is ignored, routine school physicals 
not done, birth control not obtained, and prental visits begun late in 
pregnancy. At present, only 1/3 of young unmarried women in Zuni recieve 
their first prenatal visit during the first trimester. Thus, the 
approximately 30 Zuni teenagers who become pregnant each year do not utilize 
the exisitng prenatal services effectively. 

The Zuni Teen Health Center identifies teen health care needs as its sole 
priority and staffs only individuals with a specific interest or expertise in 
adolescent health care. Utilization of services is improved due to an 
accessible, highly confidential, and empathetic service provided within 
walking distance to the adolescent. Utilization is also increased and the 
adolescent is safely exposed to the clinic by scheduling all the 6th and 11th 
grade school physicals at the teen center. Finally, a full range of 
psychological services are also provided in a completely confidential manner. 
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The current needs of the Zuni adolescent are insufficiently met by the 
Indian Health Service. For FY 1986 a total of $71,000 was requested from the 
Albuquerque Area/Indian Health Service Office for what was considered the 
minimal program necessary to address the unique adolescent problems seen in 
Zuni. However, only $25,000 was allocated the program. As a result the 
•jervices of the mental health worker, secretarial support, and summer jobs 
program, and a needs assessment was not be supported by the Area Office. 

As the Zuni Teen Health Center has become more accepted by the* 
adolescents, the utilization of services has increased. We expect this trend 
to continue. In the next several years a larger, more comprehensive center 
should be funded and constructed, mental health and alcohol counselling 
provided, and direct medical services increased. Since primary prevention is 
most cost effective when delivered to a population at risk at a stage of 
illness before it becomes apparent, the need for solid financial support for 
the teen health promotion program is well justified. 



May 31, 1985 
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END STAGE RENAL DISEASE 



End Stage Renal Disease (ESRD) is a very common and serious problem for 
the Zuni people. The 20 Zuni patients currently on dialysis cost the federal 
government approximately $500,000/year. By 1982 the prevalence of ESRD in 
Zuni was 12 times the rate for whites in ESRD Network VI (Arizona and New 
Mexico) and four times the combined Indian rate for Network VI. The average 
annual incidence for Zunis in 1982 was 81 times that of the entire Network VI 
incidence. 

Compared to other Indian groups such as the Pima, Papago, and Southern 
Colorado Utes in which diabetes accounts for up to 90% of the cases of ESRD, 
only 25% of ESRD in Zuni is due to diabetes. Thus, there is a large group of 
younger patients having renal failure as a result of glomerulonephritis and 
smaller, older group whose ESRD is caused by diabetes. 

Since 1975 there have been an addition of two new cases/year to the 
prevalence of ESRD. By 1990 we predict a total of 30 patients will be on 
dialysis. Normally, a population the size of Zuni would only have two 
patients on dialysis. Furthermore, as the long term chronic complications of 
diabetes effects the population, the yearly incidence of ESRD m.y increase 
even further. 

Renal failure raises an extreme hardship and trauma to these patients. 
Average total life expectancy after dialysis is required is only five years. 
Our patients must currently drive 80 miles a day, three days a week to receive 
their dialysis. They often spend the entire day at the dialysis center 
waiting for a ride home. They are usually exhausted and nauseated by the end 
of the day. All family members are in some way affected, by missing work to 
transport their relative, caring for them at home, or worrying about when 
their family member will die or when they themselves be afflicted by the 
disease. 
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Because of the large numbers of relatively young Zunis with ESRD due to 
glomerulonephritis, we are concerned about a possible environmental or genetic 
cause. No field studies have been done yet to investigate these 
possibilities. Several students from Stanford Medical School and UCLA Public 
Health School will spend two weeks here this summer to do a pilot cross 
sectional survey of patients with ESRD. This project is receiving no funding 
and the students are paying their own expenses. There is an urgent need to 
intensively investigate all possible causes of ESRD in Zuni by organized, well 
funded outside group so that preventive approach can be found to diminish the 
suffering from this disease. 

May 31 , 1 985 
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STOCKMIDOC-MUNSiE IK SAND OF MOHICAN INDIANS 

STOCKBRIDGEJ^UNSEE COMMUNITY 



tOWLER, WISCONSIN S44U 

June 10, 1985 



Senator Mark Andrewi 

U.S. Senate Select Committee on 

Indian Affairs 

Washington, D.C. 20510 



Dear Senator Andrews: 

On behalf of the Stockbridge-Munsee Tribe of Mohican Indians 
of Bowler, Wisconsin, I am happy to make the following c ommen 1 1 
regarding Senate Bill S-400, Indian Health Promotion and Disease 
Prevention Act of 1985. 

The 1978 Bemid j i Area morbidity/mortality statistics give 
the four most leading causes of death as follows; 

1. Diseases of the circulatory system 

2. Accidents 

3. Injuries 

4. Neoplasms 

Everyone of these causes is linked with lifestyle. Increasing 
amounts of evidence are supporting the belief that lifestyle changes 
can reduce the incidence and/or severity of these four causes. The 
Commjnity Health Representatives on our reservation have played a 
very important role in health education in the area of health pro- 
motion/disease prevention. We feel it is vitally important that 
the role be preserved and enhanced. 

We appreciate your office keeping in contact with our Tribe 
regarding this bill. 



Sincerely, 

Leon Miller 
Tribal Chairman 
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TESTIMONY PRESENTED TO THE 
INDIAN SENATE SELECT COMMITTEE 



HONORABLE MARK ANDREWS, CHAIRMAN 
ON JUNE 1, 1985 



FOR 



THE TRIBES OF NEVADA 



Wi tness{s) : 

Alvin Moyle Tribal Chairman 

Fallon Business Council 

Alvin Moyle Chairman of the Executive Board 

Inter-Tribal Council of Nevada 
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Mr. Chairman and Members of the Ccjmmittee, wy name is Alvin.Moyle and I am 
the Chairman of the Fallon Business C6uncil and Executive Board Chairman of the 
Inter-Tribal Council of Nevada. 

I an here to testify on behalf of the 24 recognized tribes in the stafe-of- 
Nevada and bo offer our support bo the Indian Promotion and Disease Prevention 
Bill sponsored by Senator Bingaman. 

The State of Nevada, geographically Is the seventh largest state in the 
Union. The State spans from 320 miles from east to west and 490 miles from 
north bo south. Ttie miles of open space are punctuated by small, isolated 
comnunities far removed from the twenty-four hour glitter that is paramount in 
Las Vegas and the city of Reno. A state population base of just over 800,000 
is divided unequally with 58 % in the southern tip around the city of Las Vegas 
and 24% in the northwest concentrated in the Reno and Lake Tahoe area. The 
remaining 18% is scattered across the other 95-000 miles, where the population 
averages 3 to 6.8 persons per square mile. 

The current Indian population is approximately 15,225 of this an estimated 
5,180 make up the urban Indian population. 

The following is a breakdown by population of each tribal reservation or 
colony in Nevada. 



RESERVRTICN 


TCrmL RESIDENT IND 


Battle Mountain 


314 


Duck Valley 


1,529 


Duckwater 


140 


Elko 


494 


Ely 


301 


Fallon 


730 


Ft. McDermitt 


678 


Goshute 


373 


Las Vegas 


118 


Lovelock 


192 


Moapa 


215 


Pyramid Lake 


364 


Reno/Sparks 


721 


South Fork 


134 


Summit Lake 


0 


Walker River 


643 


Washoe: Carson 


996 


Dresslerville 




Wells 


92 


Wi nnemucca 


100 


Yerington 


364 




8,498 



The Indian Health Service, responsible for providing health services to 
Indians and Alaskan Natives had divided Nevada into two service unit areas, 
Schurz in the Western and Owyhee in the Eastern part of the State. Of the 24 
tribes, 14 are located in the western half. 
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Of L^Zis""^\7^ "'r^Mdl'JL'^'i^ ""^'"^ °' '""^ ^ enters 
^4».ir™r^^i reinaining nine areas are located in rural counties 

The Indian Health Service maintains a 19 and 15 bed hosoltal to w«» 
iloK Er^"!,'?"^' "^^^'^ ^"^ intervention to "^tie^te *to i 

r is^Sh 'b^t *h^pit^^^^fovi'^nnLt?in% ^Lr^^r -^-"^ 

m.i^^^t^^wf^/^^^^l^*'^ °/ contract care is complicated because of the statewide 

Of 6,281 there are three. (3) doctors at the Schurz medical facility 

hJ^fnA^ii"" ^.^^^ there is a high turnover rate for physicians located 
Of ^nMnfw^t V "^^^ "^m^^^ disrupted field clinic schedulefand gTr^rll l^k 
hLi^K ^ J^'^ inconsistency leads clients to do wittout^eeSd 

services, and increases the use of contract care provider ^ff 
care providers in turn leads to low utilization of tealth «re b^u^ 
of comnunication problems between provider and client, thT client exilti^ 
health^c^re needs, foUow-^ and general irK:onsistency of the carf^ecel^''^ 

•/i^ factors contribute to the deficiencies in v«=.i».h 

?oU^'f^.'° '"^'^ ^P^^- ^^icieSfe^"r4'%iruI^l^'^'n 1^ 

^* ^es^fn^.^f ^"^^ mortality rate is 1.2 times greater than 

iwf ^" United States. 

The accident death rate for Indians aged fifteen to twenty four 
1 ; L*"?®^ greater than aU races in the United states. 

SStion?"^ ^^"^ ^^"^'"^ ^"^"^^ ^^''^^^ Nevada»s Indian 

^rl""^^ ^-^"^^ 525 ^^^^i"^ Americans between the ages of 25 to 34 
are 3.3 times the national rate. 

tte'St?oSj°!e^ls"'" ^""P °^ - 3.3 times 

^^i>U^%Ts''Z^t^lr^l '""'^ ^-^^-^ the 
^^cL^in^ = - •'^^•^ - all 

^' u"l!"^aces^'^ pneumonia mortality rates is 2.1 times that of aU 

S^LI'Tawis" ""^ '^^ I-^i^ Health service chart 
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Among the leading causes of hospitalization in IHS facilities by disease 
category are: 



One sincere effort to deal with the inadequate care given, conmunity 
isolation, economic restraints, traditional and cultural values and beliefs 
have been made through the Connunity Health Representative and In-Hcme Health 
Aid Programs. 

In a ten month contract period from May 5, 1984 to February 2, 1985, the 
CHR's of 12 reservation cciniiunities transported patienbs 116,821 miles to 
health care providers. The transportation services are critical to small 
populations in economically depressed conmunities who are geographically 
isolated from medical providers. 

In cddition to providing an established vitally needed transportation 
service, it serves as the comnunication line between community members and 
health care providers. In much the same way, the In-Home Health Aids provide 
support care to the reservations elderly and disabled. Clients are evaluated 
and referred by a registered nurse who develops a care plan which the Aid 
follows in providing health services. 

In situations where health care is inconsistent or inadequate, the CHR and 
In-Home Health Aid remains always available, always the source of information 
or the constant care provider. This is why it is important to upgr£de, 
maintain, and continually develop the skills of these health care providers. 
These providers take patient's vitals, check medications, and monitor client's 
needs. They have been called upon to provide health education in the field 
with limited training in the areas they cover. Only recently in the state of 
Nevada have these providers been required to take the 40 hour First Responder 
course which provided instruction in on the scene emergency medical care. As 
was mentioned these people are in many instances, the only health c^re 
providers available for miles. With this training, emergency care on the 
reservation has become functional and accessible. 

Even so, training in areas of preventative care such as otitis media, 
diabetes control, child inmunization, recognition of therapeutic needs as well 
as individual rehabilitation therapy, and crises intervention are still very 
much needed in the remote, isolated areas thes^j providers serve. Throughout 
the years the CHR and In-Hcme Health Aids have been in operation, training 
programs have been limited and those offered were costly and held in what were 
considered centrally located states. Unfortunately, training called for 
of 2 days to 5 weeks. Either way it caused a hardship on providers with 
families and tribes who could not afford training fees and a length of time 
away from the conmunities. Even those training sessions held in central 
locations in the state, were ineffective due to lack of time to expound on 
areas covered, or to get the hands on practice to see if the procedure was 
being done correctly. 



1. 
2, 
3. 
4. 
5. 
6. 
7. 
8. 



Pcegnancy, childbirth, puerperium 
Accidents, violence, and poisoning 
Respiratory system 
Infective and parasitic 
Mental disorders 

Endocrine r nutritional and metabolic diseases 
Circulatory system 
Eye diseases 



o 
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The tribes of Nevada are very much in support of a means to provide our 
CHR's and In-Hcroe Health Aids with the training needed to bring than up to the 
para-professional level. We cannot stress enough our need for such people in 
our coninunities due to our isolation, lack of medical provider and facilities, 

and our inability financially to bridge those gaps. For many years these •' 

providers have been identified as "taxi cab drivers" by those who have little 
knowledge of the lack of health care available on reservation conmunities. ' 
They are unaware of how these program staff play the role of emergency medical 
technicians, nursing personnel, environmental health technicians, health 
educators # etc. 

These two programs provide vital services and we have no doubt that with 
the opportunity to be adequately trained, their current role in the ccmnunities 
will be even stronger. 
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WINNEBAGO 



WtHHUtal Tllitt C«UHCU 



June 6, 1985 



TRIBE of NEBRASKA 



p.*. HrlHHllMt. HlltklKk tun 



ms 



33 




Senator Murk Andrews 
Chairman 

United States Senate 

Select Comntttee on Indian Affairs 

Washington, D.C. 205IO 

Dear Chairnnn Andrews: 

As Chainnan of the Winnebago Tribe of Nebraska, I wish to si^jport the 
promotion of Bill s. to, Indian Heeath Prcniotion and Disease Prevention 
Act of 1985, inbi>Dduced by New Mexico Senator Jeff Bir^unan, 

WLnnebagp is one of fifteen service units in the Indian Health Service 
Aberdeen Area. At present, cur Tribal Health Department Con^oiait and 
it's canponsnt provide and utilize conmunity based aeivlces and patient 
education as tools to iJi^ement nauny of the gpals stated in the Bill S. to. 

We appeal to the Senate Select Ckmntttee on Indian Affairs to consider and 
s\^pport this bill. It is a vital means to ensure health care and promotion 
in the future to our Indian people across the Uhited States. 

Uirou^i our Health Department, we provide health education and promote 
health, through our Health Education Program, our Ccnnwnity Health Nurair^ 
Program; but, we cannot provide these aervices without the assistance of 
the Ccraninity Health Representatives. The Coramnity Health Representatives 
Program is a vital link in achieving and maintaining this process of patient 
education througji health promotion. 

Our Cccnunlly Health Representative Program is a main v^cle for patient 
education and monitoring. Early detections, education, and proper treat- 
ment are in^rtant issues in reducing incidences of diahetes and hypertension. 

Our Ccnraunily Health Representatives conduct monthly screenings for indica- 
tions of hypertensive patients, diabetic patients, provisions of referrals, 
ambulance services, CPR classes, and Maternal Child Health follow-uqp, T.B. 
monitoring, and many other services not mentioned. 

Health and Human Services Secretary, Margaret M. Heckler stated in a News 
Release, dated March I985, that the infant death rate among American Indians 
and Alaskan Ifeitives had dropped draraatiaCQy to the level of that of the 
**»le U.S. population. In our ccmnunity, our infant mortality rate is 
61 per 1,000 live births; although our inmunlzations are lOOjt in the area. 
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Citizen «pentji,i«x) per capita S^SLilSlSih S^^^^J^riQ^I 
However through aggreasivB health prcnoUon and diseaae preventivTrf^te 

iSe^'^r'^J^^T °^ ^ statua'S^^d^e* 

the need for astronomical appropriation levels for Indian health. 

to health statistics Indicates ^ despenitely need to mMntaln our health 
^^fSiJSL?^^^ as th^y are proSdedaJd will contW?o^J^ 
I i^l^eeirtedly urge your favorable support of BUI S^^OTW^aSSSSte 
your cone-eEaicnal efforts to make a si^cani; nflpact onh^U?S^Sn 
and diseoE^ prevention in the Anerican^idian peQ^T Prcwouxon 



Respectfully, 




I A. Snake, Jr. 
Tribal Q^aircwn 



o 



o 

ERIC 



354 



